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Hosprrat administrators know that 
during a national emergency their organizations 
suffer from loss of personnel. The time and energy 
of the available staff must be used to the best 
advantage. Sound, efficient intra-hospital commu- 
nication plays a vital part in this necessary con- 
centration of effort. 


TelAutograph Telescriber Systems serve many 
hospitals as a rapid, positive communication link 
between departments. They provide for instant 
transmission of handwritten messages from one 
department to another or to remote points. Time 
is saved because there is no delay in making 
contact. The possibility of misunderstood orders 
is eliminated. TelAutograph Telescriber Systems 
solve administrative problems such as Late 
Charge Control and Out-Patient Channeling. They 
competently handle admissions, changes and 
general filing procedures. 


To learn more about the service TelAutograph 
telescribers can render your hospital, write Dept. 
A-2. 













Toy 


oo 
TelAutog r aph CORPORATION 


16 West 6lst Street, New York 23, New York 










When writing for information, 
ask for details on the newest 
telescriber feature — simu- 
lated forms on your hospital’s 
telescriber transceivers. 
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Designed especially for the dietitian, VITA-BROTH is a 
powdered concentrate with a rich, meatlike flavor. It con- ences gine ici 
tains hydrolyzed milk protein of high biologic value and 
added vitamins. Its seasonings are carefully selected for 
suitability for hospital diets. 
Vita-Broth plus boiling water makes a delicious broth eon 5 a 
that is appetizing, nourishing and nonsatiating. Vita-Broth ea) 
added to other foods — such as meat and egg dishes, Uy 
sauces, gravies, etc.—enhances their flavor and protein GRAVIES—SAUCES CASSEROLE DISHES 
content, and supplies essential vitamins. 
A 1-pound can of Vita-Broth makes 60 to 80 servings 
of broth—at a cost of only 2 to 244¢ per serving. VITA-BROTH 
Samples and recipes available to dietitians on request. is 
2 packed level teaspoons (7 Gm.) provides: ( 
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I eit sihiniiartealinccinaniancstens 1 mg. 
PND is inccccsabininsisansscoscarnates 7 mg. 
PRT TN anions sss sncnsnessnrsasionse 20 mg. 
MEAD JOHNSON & CO. Protein equivalent ..................000 2.8 Gm. 
EVANSVILLE 21,I1ND.,U.S.A. oa ca cla sellars 20 
J 





HOSPITALS 











TALS 



























With the mounting demands for 
surgical solutions, whole blood and 
plasma, progressive hospital plan- 
ning considers the economic impor- 
tance of the FLUIDS PRODUC- 
TION SUPPLY—a vital, central- 
ized service embracing facilities for 
processing requirements independ- 
ent of outside sources of supply. 


FENWAL EQUIPMENT 


not only offers unprecedented safety and economy in the preparation, steril- 
ization, storage and administration of Sterile Solutions . . . a major part of 
its component elements are actually essential to the blood bank facility 
as well. 


Nationwide hospital experiences substantiate the consistent degree of accu- 
racy and safety attainable by any properly trained attendant . . . far less 
difficult than that of collecting blood and producing plasma. Hospitals, 
large or small, can benefit by this timely installation . . . only negligible 
space is required. 


AND CLINICAL RESEARCH AP- 
PARATUS REAGENT CHEMICALS 





ORDER TODAY or write for further information 
MACALASTER BICKNELL COMPANY 
243 Broadway Cambridge 39, Massachusetts 
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AMERICAN HOSPITAL ASSOCIATION 

Mid-Year Conference—Feb. 9-10; Chicago 
(Drake Hotel). 

53rd Annual Convention—Sept. !7-20; St. 

Louis. 


REGIONAL MEETINGS 

Carolinas-Virginias Hospital Conference — 
April 26-27; Roanoke, Va. (Roanoke Ho- 
tel). 

New England Hospital Assembly — March 
26-28; Boston (Statler Hotel). 








Maryland-District of Columbia-Delware Hos- 
pital Association—Nov. 26-27; Washing- 
ton, D. C. (Statler Hotel). 

Middle Atlantic Hospital Assembly — May 
23-25; Atlantic City (Convention Hall). 

Midwest Hospital Association—April 11-13; 
Kansas City, Mo. (President Hotel and 
Municipal Auditorium). 

New England Hospital Assembly — March 
26-28; Boston !Statler Hotel). 

Southeastern Hospital Conference—April 4- 

6; St. Petersburg (Vinoy-Park Hotel). 





a" 
pores OO 


ip™ 
therapy FS” 


PLEASE NOTE: You can secure PURITAN products of high- 
est quality, long-established reputation, and at the best of 
prices, without a signed contract. 








2; Chicago (Palmer House). 

Upper Midwest Hospital Conference—May 
16-18; Minneapolis (Nicollet Hotel). 
Association of Western Hospitals—April 30- 
May 3; Los Angeles (Biltmore Hotel). 


STATE MEETINGS 

Alabama—March 9-10; Birmingham (Thomas 
Jefferson Hotel). 

Arizona—Feb. 16-17; Phoenix (Adams Ho- 
tel). 

Arkansas—May 15-16; Hot Springs National 
Park (Arlington Hotel). 

British Columbia — Oct. 16-19; Vancouver 
(Vancouver Hotel). 

Georgia — Feb. 23-24; Atlanta (Biltmore 
Hotel). 

Indiana—May 23-24; French Lick (French 
Lick Springs Hotel). 

Kansas—Nov. 8-9; Topeka. 

Kentucky—April 10-12; Louisville (Ken- 
tucky Hotel). 

Nebraska—Nov. 15-16; Omaha (Fontenelle 
Hotel). 

New Jersey—May 24; Atlantic City (Con- 
vention Hall). 

New Mexico— May 18-19; Santa Fe (La 
Fonda Hotel). 

Ohio — April 2-5; Cincinnati (Netherland- 
Plaza Hotel). 

Oklahoma—-Nov. |-2; Tulsa (Mayo Hotel). 

Rhode Island quarterly meeting—March 8; 
Providence (Butler Hospital}. 

Tennessee—May 3-5; Chattanooga (Read 
House). 

Texas—April 24-26; San Antonio (Munici- 
pal Auditorium). 

Wisconsin—Feb. 15; Milwaukee (Schroeder 
Hotel). 


OTHER MEETINGS 

American Association of Medical Record 
Librarians—Sept. 17-20; St. Louis (Kiel 
Municipal Auditorium). 

American Association of Nurse Anesthetists 
—Sept. 16-20; St. Louis (Kiel Municipal 
Auditorium). 

American College of Hospital Administra- 
tors—Sept. 15-17; St. Louis (Kiel Munici- 
pal Auditorium). 

American Protestant Hospital Association, 
Association of Episcopal Hospitals, Asso- 
ciation of Methodist Hospitals, Board of 
Hospitals and Homes of the Methodist 
Church, Commission of Benevolent Insti- 
tutions of the Evangelical and Reformed 
Church, Southwide Baptist Hospital As- 
sociation, and Lutheran Hospita! Associa- 
tion—Feb. 28-March 2; Chicago (Con- 
gress Hotel). 

Annual Conference of Blue Cross and Blue 
Shield Plans—April 16-19; Biloxi (Buena 
Vista Hotel). 

Catholic Hospital Association — June 2-5; 
Philadelphia (Convention Hall). 

Conference on Chronic Diseases, sponsored 
by the Commission on Chronic IIlness— 
March 12-14; Chicago. 

Hospital Accoynting Clinic and Workshop, 
sponsored by the American Association ot 
Hospital Accountants—July !5-20; Bloom- 
ington, Ind. (Indiana University). 

Second Postwar Congress of the Interna- 
tional Hospital Federation — July 15-21; 
Brussels, Belgium. 


INSTITUTES—See page 136. 
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Tri-State Hospital Assembly—April 30-May 
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DIET KITCHEN FOOD = Setting up trays for quick ‘and efficient distribution to - 
fel). CONVEYOR > patients is easy with the Blickman “Selective Menu” 
1 8; “a Food Conveyor. Flexibility of top deck arrangements 
= provides for a wide variety of foods. 
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vs DISHWASHING COUNTER g LAYOUT FOR DIET KITCHEN. Planned and 
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MANY GOOD FUND RAISERS 
» ++ BUT FEW Hospital Specialists 





A Fund Raising Organization 
—of Hospital Experts 
—for Hospital Campaigns 


¥%& Hospital campaigns present problems dis- 
tinctly different from those of any other 
type of campaign. 


¥%& In addition to competent newspapermen, 
writers, able speakers and experienced 
hospital campaign organizers, Haney 
Associates’ staff includes a corps of suc- 
cessful Hospital specialists and adminis- 
trators. 


¥% Because of this background our staff sym- 
pathetically interprets the hospital story \: 
to the public and assists Hospital Boards 
in the solution of their problems. 


%& When your Board’s next fund raising 
problem arises, your first move toward 
campaign victory will be to request a 
Haney consultation . . . without any 
obligation or expense. 





WRITE FOR COMPLIMENTARY REPRINT OF “HOSPITALS” 
ARTICLE “PRELIMINARIES TO A SUCCESSFUL FUND DRIVE.” 


GHARLES Al. HanéY & Associares, Ine. 


259 WALNUT STREET, NEWTONVILLE 60, MASSACHUSETTS 
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HESE ARE INDEED very trying 

days for the hospital adminis- 
trator. The threat of expanding 
world hostilities with its effect 
upon manpower, the availability of 
supplies and strong evidence of an 
inflationary process are all dis- 
turbing factors indeed and come 
at a time when hospital costs are 
at their very highest level. 

This situation is radically dif- 
ferent than the one with which we 
were confronted at the beginning 
of World War II. At that time the 
cost of caring for the hospital pa- 
tient could be reasonably defined 
as at a comparatively low level. 
It was this situation which made 








us request at that time that gov- 
ernmental agencies restrict hospi- 
tals in their ability to raise wages 


‘and not to ration our manpower. 


Our approach to this was a rea- 
sonable one since hospital wages 
and salaries were low and any 
reasonable increases in order to 
hold hospital manpower could not 
possibly be considered as contrib- 
uting to the inflationary process. 
We readily saw, too, the urgent 
need for increases in such wages 
and salaries if we were to prevent 
the transition from hospital em- 
ployment to industry, with its 
higher wage scales. It was satisfy- 
ing to find governmental agencies 


























Inform Control Inform Control 
Before use After Use 





an AID in control of .. . 
INFANT DIARRHEA 


Inform Controls are for use in Terminal Auto- 
claving of infant formula (230°—10 minute 


technique). 
Inform Controls go inside a test bottle to make 
sure formula has reached temperature and time 


necessary for this technique. They are your 


insurance against under-autoclaving. 


In general, you will find Inform Controls as 
necessary as Diack Controls because you're 
working on "the edge of sterilization." 


Free Samples upon request 


INFORM CONTROLS 


1847 North Main Street 
Royal Oak, Michigan 


(Smith and Underwood—Sole manufacturers 
Diack Controls and Inform Controls) 











conscious of this situation and re- 
sponsive to our requests. Many of 
us still believe that the same situa- 
tion ought to prevail, in the event 
of war expansion,.so that the hos- 
pital may be able to retain the 
essential personnel with which to 
carry on its functions. 


Yove OFFICERS, the Board of 
Trustees, and the various councils 
have been busy indeed since the 
writing of my previous message. 
Approximately 10 days of the 
month were devoted to meetings 
of the above mentioned groups, 
and the men and women who serve 
as members of our councils and 
committees and have come from 
far and wide to Chicago for the 
purpose of transacting essential 
Association business are deserving 
of our warm thanks. 

The Program Committee plan- 
ning for the convention to be held 
in St. Louis in September has con- 
sidered some interesting subjects 
for presentation to the thousands 
whom we hope to register at the 
53rd annual meeting of our Asso- 
ciation. I am content that when 
the program is finally released the 
membership will approve it. 


F OLLOWING THE meeting of the 
Program Committee, two days 
were devoted to the proceedings 
of the Coordinating Committee and 
the Board of Trustees. Reparts 
were presented by the chairmen 
of the various councils for ap- 
proval and for the consideration 
of the trustees of the Association. 

The president and our executive 
director presented their reports 
on the present status of hospital 
standardization, calling attention 
to the most recent meeting of the 
joint groups, which included rep- 
resentatives of the American Col- 
lege of Surgeons, the American 
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Curity adhesive 


Today, a completely new and 


vastly superior adhesive is available to you. 


It is prepared from a completely new formula. This adhe- 
sive contains the most expensive and highly refined 


ingredients purchasable. 


Recent impartial skin tests show this new adhesive 
causes even less skin irritation than the regular Curity 
brand formerly produced—the least irritating adhesive 


we have ever made. 


Curity laboratory technicians have been working con- 
stantly to develop this new and finer adhesive. 


There have been no restrictions as to cost or quality. 
The single goal has been ‘‘the finest adhesive modern 


science and processing techniques can produce.”’ 
Today, that goal has been met. 


The well-known Curity tackiness and adhesiveness 
have been improved! . . . yet these qualities have not been 
attained at the expense of any other qualities. It retains 
the same body for which Curity is noted . . . for easy ap- 


plication, freedom from wrinkling. 


And this new adhesive is yours to use at the same cost, 


despite its costlier ingredients. 
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College of Physicians and the 
American Medical Association. It 
is hoped that the special commit- 
tee, which includes George Bug- 
bee, Dr. George Lull, Dr. Paul R. 
Hawley and Dr. LeRoy Sloan, will 
present, at the next meeting of rep- 
resentatives of the above . groups, 


_a plan which will be adopted and 


will meet with the approval of our 
House of Delegates. 

Among the subjects which were 
thoroughly discussed was the pres- 
ent status of the rulings by the 
Bureau of Internal Revenue gov- 
erning deductions for living-in for 
the convenience of the hospital. 
We hope for a favorable ruling 
on the question of taxation of 
maintenance of those employees 
who fall within the above cate- 
gory. Members of the Association 
have been informed of a previous 
ruling in reference to a retroactive 
penalty faced by hospitals for fail- 
ure to withhold these deductions 
dating back to Jan. 1, 1949. 

We are pleased with the decision 
of the Bureau of Internal Revenue 
to eliminate the previously exist- 
ing retroactive penalty in relation 
to the above. I can only express 
the hope that by the time you read 
this column this question will be 
favorably resolved for the benefit 
of the Association membership. 


W: ARE HAPPY indeed at the uni- 
versal response in favor of social 
security benefits for hospital per- 
sonnel, and this should play an im- 
portant part in influencing indi- 
viduals in their decision to accept 
hospital employment. It is more 
than reasonable to assume that 
this was a deterrent in many in- 
stances in arriving at such a de- 
cision when faced with the choice 
of jobs where social security was 
available. 


Tos MEMBERSHIP will be inter- 
ested in the fact that the question 
of the future physical headquart- 
ers of the Association is receiving 
the consideration which the sub- 
ject deserves. Those of us who 
have had occasion to visit our 
own headquarters on East Division 
Street will appreciate how over- 
crowded we are, with its conse- 
quent effect on working conditions. 
On the other hand, we are con- 





scious of the present world situa- 
tion in relation to building ma- 
terials and costs, and the member- 
ship may be assured of the calm, 
careful and dispassionate judgment 
of the trustees in any decision. 


On OF MY RECENT pleasures was 
the privilege of delivering the ad- 
dress to the graduation class of 
the Peter Bent Brigham Hospital 
school of nursing. My association 
with this neighbor hospital has 
been a cherished one throughout 
the years, and the invitation re- 
called memories of very delight- 
ful association with many distin- 
guished leaders in the field of 
hospital administration and pro- 
fessional care. Among the many, 
I think of Dr. Howard, Dr. Joseph 
Howland and the present adminis- 
trative incumbent, my good friend 
Norbert Wilhelm. I am reminded 
of the warm friendship of Dr. 
Henry Christian, Harvey Cushing 
and Elliot Cutler, whose brother, 
my good friend the dynamic Rob- 
ert Cutler, is now the president of 
this institution. 


Mencsers OF THE Association will 
be interested to learn of a unique 
program which has recently been 
launched in the Boston area. A 
committee has been formed rep- 
resenting a number of the Boston 
hospitals and consisting of admin- 
istrators, as well as members of 
the boards of trustees, who have 
made outstanding contributions to 
efficient organization and admin- 
istration within their own indus- 
tries. The purpose of this group 
is to explore various avenues by 
which the “business” functions of 
the hospital can possibly be made 
more effective, and with resulting 
economies. One of the avenues be- 
ing explored is the possible pool- 
ing of the purchase power of the 


hospitals. As yet the program is 


in its exploratory stage, but we 
are very hopeful that in this era 
of rising costs and difficulty in ob- 
taining sufficient competent per- 
sonnel, some significant contribu- 
tions may result. 


Charles F. Wilinsky, M.D., President, 
American Hospital Association 
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BACITRACIN OINTMENT 
BACITRACIN OPHTHALMIC OINTMENT 
.CSC 


Virtually Nonallergenic In Topical Antibiotic Therapy 


The low sensitizing potentialities of bacitracin when applied 
directly to the skin and eyes make this antibiotic particularly 
suited to topical application. Bacitracin thus affords a means of 
combatting surface infections due to a wide range of pyogens with 
little if any risk of local reactions. 

While the antibacterial spectrum of bacitracin is roughly that 
of penicillin, it offers the unique advantage of oftentimes being 
effective against organisms resistant to penicillin. Hence it fre- 
quently produces a favorable response when penicillin fails. Many 
pyodermias and other infections of the skin as well as superficial 
ocular infections due to gram-positive bacitracin-sensitive organ- 
isms yield to its action. 

For local application to the skin and eyes, bacitracin is available 
as Bacitracin Ointment-CSC, and Bacitracin Ophthalmic Oint- 
ment-CSC. 


BACITRACIN OINTMENT-CSC. Containing 500 units of bacitracin per gram 
of oleaginous base, this preparation is indicated in the treatment 
of impetigo contagiosa, and a host of other pyodermias and 
cutaneous infections due to gram-positive organisms, as well as 
in secondary infection in scabies, eczema, and other dermatologic 
lesions. Available in 4% and 1 ounce tubes, and in 4 ounce tubes 
for hospital use. 

BACITRACIN OPHTHALMIC OINTMENT-CSC. This formulation also provides 500 
units of bacitracin per gram. It is indicated in acute and chronic 
conjunctivitis, blepharoconjunctivitis, and other superficial ocular 
infections due to gram-positive organisms. Supplied in 4% ounce 
tubes. 
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COMMERCIAL SOLVENTS CORPORATION @ 17 E. 42nd STREET, NEW YORK 17, N.Y. 
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ON PAYMENT FOR CARE OF THE INDIGENT 


gent poses many problems for 
the hospital administrator. Pos- 
sible solutions to the issue of cov- 
ering deficits where government 
pays a rate lower than the hospi- 
tal’s average patient-day operating 
cost are given below by five ad- 
ministrators in answer to the 
question: 

“In buying hospital care for old- 
age-assistance patients, the gov- 
ernment in one state pays a flat 
rate that is somewhat below the 
average patient-day operating cost 
in Hospital X. Several staff mem- 
bers, but two in particular, regu- 
larly prescribe the expensive med- 
ications that many well-to-do 
patients scarcely can afford. All 
attempts to raise the state’s flat 
rate have failed. Meantime, this 
subsidizing of the state govern- 
ment costs Hospital X about $30,- 
000 a year. 

“Would you advise the admin- 
istrator to: (a) Speak to the two 
physicians, (b) speak to the chief 
of staff, (c) ask the staff to sug- 
gest a solution to the board, (d) 
say nothing and raise other rates 
to cover the deficit, or (e) do some- 
thing else?” 


ee FOR CARE of the indi- 


Physicians should be urged 
to keep costs low for all 

IT IS ASSUMED that the two phy- 
sicians are indiscriminate in the 
medications ordered for the old- 
age-assistance patients, and the 
question is be- 
ing approached 
on that basis. If 
this is not the 
case and the 
medications 
used are the 
only ones indi- 
cated, the an- 
swer is simple. 
The. hospital 
must continue to 
subsidize the 
treatment of the 
cases or refuse to admit them. 
There is really no good answer 
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to the question of the medications 
and procedures ordered by the phy- 
sician, whether the patients are full 
pay or charity, that does not de- 
pend upon the personal traits of 
the physician. The manner in 
which a doctor practices medicine 
depends upon the level of his train- 
ing and upon the sense of respon- 
sibility he feels toward those who 
furnish the resources he uses in his 
practice. 

In the question stated here the 
point is made that the hospital is 
losing because the state payments 
are not sufficient to cover the in- 
discriminate manner in which two 
physicians order medications. That 
is not at all the basic issue rep- 
resented. What if the state paid the 
hospital the full cost of all services 
rendered charity patients? What if 
the patient had full coverage under 
Blue Cross? The important issue is 
the fact that the two physicians are 
abusing the precious privilege of 
practicing medicine without inter- 
ference and intervention by a third 
party. 

The question posed here is rap- 
idly becoming very significant. So 
long as the doctor and the hospital 
were being paid in most instances 
by the patient, there existed a real 
cause for judicious selection of the 
various elements going into the 
patient’s care. Both the hospital 
and the doctor were held in check 
by the reaction of the individual 
patient to high costs. That control- 
ling factor becomes increasingly 
less important as third party pay- 
ments, by governmental agencies 
and Blue Cross, cover a larger and 
larger percentage of the hospital’s 
patients. Unless physicians and 
hospitals voluntarily exert every 
effort to hold down the costs of 
hospitalization, there is no alterna- 
tive to dictation by the third party 
payors as to the manner and scope 
of treatment that may be given to 
the patients for whom they pay. 











My first approach, if I were the 
administrator involved in the situ- 
ation described here, would be to 
discuss the problem fully with the 
two physicians. I would stress the 
responsibility all three of us have 
to hospitalize all patients at the 
lowest cost within the bounds of 
good quality care. It might be wise 
also to have the chief of staff dis- 
cuss the problem with the offend- 
ers. If discussion failed and a sub- 
stantial amount of charity work 
was being done each year, the hos- 
pital could solve the problem par- 
tially by developing and adopting 
a formulary. Formularies, however, 
cannot cover all areas of medica- 
tion and can be, in part, circum- 
vented. The final recourse would be 
to recommend that the board re- 
strict the practice of the two doc- 
tors to that of full-pay patients.— 
Ray E. BROwN, superintendent, 
University of Chicago Clinics. 


Have pharmacy committee 
prepare list of drugs 


THIS IS, OF COURSE, a new wrin- 
kle in an old problem—the failure 
of governmental agencies to pay 
their own way. 

There are four things that I 
would advise this administrator to 
do—and do promptly. First, I 
would take it up with the phar- 
macy committee of the staff as a 
general problem and have a stand- 
ardized list of drugs prepared for 
service patients. If there is no 
pharmacy com- 
mittee, the chief 
of staff should 
be asked to ap- 
point one. Any 
hospital large 
enough to lose 
$30,000 on any 
one phase of its 
operation is 
large enough to 
have a phar- 
macy commit- 
tee. 

Second, the administrative exec- 
utive group of the medical staff 
should be brought into the prob- 
lem. Frequently drugs cost the 
most during the experimental 
stage. Research should be inde- 
pendently financed and not done 
at the expense of the other patients 
in the hospital. Staff doctors prop- 
erly informed should be willing to 
help establish a corrective policy: 

Third, a problem of this magni- 
tude should have the careful study 
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... Centralized facilities for the preparation, steriliza- 
tion and controlled distribution of tray sets, dry goods 


relate M3 c-1al (-Mei elie tees 


A CENTRAL STERILE SUPPLY DEPARTMENT 


—will insure marked economies in virtually every phase of hospital operation. 


CLEAN WORK ROOM 


SOLUTION 
SECTION 


« 


FLOOR PLAN* 


*Recent installation 
Photos courtesy of 
People’s Hospital, 
Akron, Ohio. 


~ 


WRITE TODAY for detailed information 


AMERICAN STERILIZER COMPANY ~~ _ 


Erie, Pennsylvania 


1. Centralized preparation and sterilization of specific 
requirements means fewer attendants needed. . . 
fewer units of essential equipment necessary. 


2. Standardization of sterilizing procedures under one 
centralized authority means less possibility of error 
... less waste... greater safety control. 


3. A centralized facility permits unskilled workers to 
relieve highly trained floor nurses for bedside 
duties . . . increases personnel productivity. 


4. A centralized facility makes possible a 
perpetual: requisition control and in- 
ventory check . . . no unrecorded con- 
sumption of supplies. 


STERILE STORAGE 
SECTION 





you, your architect, and your 
hospital consultant 


Let our experienced Planning De- 

partment analyze your present floor 

plans or new construction blue- 

prints with a view of recommend- 

ing the which — where — how and 

cost of an adequate installation 
. without charge. 
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and recommendations of the board 
of trustees. 

Fourth, the fact that “all efforts 
to raise the state’s flat rate have 
failed” is no reason to discontinue 
efforts in that direction. Undoubt- 
edly other hospitals in the state 
have a similar problem, and the 
state hospital association should 
conduct a vigorous campaign for 
corrective legislation. Boards of 
trustees, women’s auxiliaries, in- 
terested service clubs and allied 











professional groups can make 
enough noise to be heard—in any 
legislature anywhere. — RONALD 
YAw, director, Blodgett Memorial 
Hospital, Grand Rapids, Mich. 


Regional council hospitals 
use stock drug list 


THE MAIN PROBLEM is whether 
a prescribed medication is a nec- 
essary one or whether there is a 
satisfactory, less expensive sub- 
stitute. Talking to the physicians 
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best for bathing babies 


Basy-SAN Liquid Castile Soap has these important 


advantages over ordinary soaps in your nursery. 1. It gives baby a better 


chance for skin health. It’s compounded especially for babies, 


quick cleansing but gentle. 2. It lubricates and keeps the skin soft and free 


from chafing. 3. Nurses like Baby-San because it is easy to use in 


the handy dispenser. 4. It’s economical . . . a few drops are enough for 





oO the bath, none need be wasted. Ask for sample. 


HUNTINGTON LABORATORIES, INC. 
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concerned or to the chief of staff 
may solve an immediate problem 
but does nothing to prevent future 
ones. An increase in rates alone 
merely passes along an unneces- 
sary and potentially serious ex- 
pense to the paying patients who 
happen to be 
unfortunate 
enough to be in 
that hospital. 

One local and 
regional hospi- 
tal council is at- 
tempting to 
overcome this 
difficulty by 
getting agree- 
ment of mem- 
ber hospitals on 
a ‘“‘stock drug 
list”? consisting of items that all 
hospitals will provide to govern- 
mental agency patients under the 
flat rate. To this must be added 
some provision for review of re- 
quests for certain extraordinarily 
expensive medications that never- 
theless may be necessary in the 
proper care of certain patients. 
Examples of this class of medica- 
tions are cortisone, ACTH and 
other hormones and the more ex- 
pensive, newer antibiotics. The 
University Hospital, whose drug 
list is being used as a basis for the 
development of the inter-hospital 
list, controls use of such medica- 
tions through a pharmacy com- 
mittee. 

The pharmacy committee, con- 
sisting of an assistant medical di- 
rector, the chief pharmacist and 
a senior physician from each of 
the five major services, i.e., medi- 
cine, surgery, obstetrics-gynecol- 
ogy, pediatrics and psychiatry, has 
approved certain drugs for use in 
the hospital at large and set up 
provisions for the addition of other 
drugs for hospital-wide use or for 
use on a certain service or within 
certain restrictions. Such a plan 
can control the use of expensive 
medications and also of unaccepted 
faddist remedies. It is stupid, of 
course, in a hospital to permit any 
use of the worthless but well-ad- 
vertised nostrums or to provide on 
prescription a drug under its pro- 
prietary name when the identical 
drug under its pharmaceutical 
name is much less expensive. 

The experience of hospital 
groups in Maryland, Massachu- 
setts, Connecticut and elsewhere 
has demonstrated the worth of 
continued education of legislative 
bodies toward acceptance of the 


(Continued on page 152) 
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never need changing!” 


No trouble to tend! FLOWERS-BY-WIRE 
are beautifully prearranged and 
delivered by F.T. D. members in vases 
with chemical “long life” water. 


Attractive FLOWERS boost morale, 
speed convalescence. FLOWERS speak 
most eloquently the message _ 

of friends ...“hurry and get well!” 


No extra work or handling 
with F.T. D. FLOWERS 
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Obtaining deferments 


Is it possible to have staff physicians, 
interns, residents, specialists and other pro- 
fessional personnel deferred? Also, may 
their registrations be transferred from 
their home areas to the hospital area? 


Deferment of professional hospi- 
tal personnel is up to the local 
draft boards, and the latest ruling 
is that registration may not be 
transferred from the registrant’s 
home area to that of the hospital. 
A hospital may submit any request 
for deferment to the local draft 
board through the local advisory 
committee of the area. The local 
draft board then, on the advice of 
the local advisory committee, may 
transfer the opinion of the local 
authorities to the draft board in 
the home area of the registrant. It 
must be remembered, however, 
that no draft board is obligated to 
accept the recommendation of an 
advisory committee. 


The national advisory commit- 
tee to selective service, dealing 
with the deferment of all physi- 
cians, including interns, residents, 
instructors and others, has sent in- 
structions to the local advisory 
committees pointing out the ne- 
cessity of safeguarding the interests 
of hospitals and other community 
activities as they relate to the wel- 
fare of the community as a whole. 
It has further urged them to co- 
operate with draft boards as they 
arrive at decisions relative to the 
essentiality of staff members. 

No advisory mechanism has as 
yet been created in connection 
with subprofessional groups — 
nurses, technicians and others—in 
hospitals. The draft board is the 
court of last resort as it is with 
relation to nonprofessional em- 
ployees in hospitals. 

The local advisory committees 
are continuing to function in an 
advisory capacity to the military 
authorities as reserve physicians 
are being called to the colors. They 
do not advise, however, with re- 
lation to subprofessional and non- 
professional individuals employed 
in hospitals. 

Nonprofessional personnel in 
hospitals requesting deferment 
should submit statements from 
hospital authorities and others in 
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the community competent to ex- 
press an unbiased opinion as to 
essentiality in the public interest 
and to the specific hospital. Where 
it is found that a key individual in 
the hospital cannot be replaced 
after a sincere effort has been 
made to find competent relief, that 
fact should be clearly stated. Other 
facts having a bearing on essen- 
tiality should be included. — Dr. 
DALLAS G. SUTTON. 


Priorities 
In the present national emergency, what 


priorities have been established that nill 
affect our hospital? 


There are no priorities estab- 
lished yet. How soon they will be 
—if they are—and how they will 
be administered are still only in 
the “talk stage” by official agen- 
cies. The National Production Au- 
thority (NPA) is the only agency 
yet set in motion making decisions 
affecting the supply of goods for 
hospitals. 

The NPA issues what are known 
as DO’s (defense orders) for war 
goods only. They are not priorities. 
These orders govern only basic 
commodities such as metals and 
raw materials in short supply and 
affect only the manufacturer of 
finished products in limiting his 
supply of materials. 

If priorities are established, it 
will require first a major execu- 
tive decision and many weeks for 
the necessary organization and 
machinery to be built to admin- 
ister them. Competent observers 
of government recall that it took 
more than a year after Pearl Har- 
bor for WPB and OPA to function 
well and realize that any similar 
organizations now or in the future 
will require a minimum of 20,000 
employees in Washington and field 
offices and months for “gearing and 
tooling.” 

The American Hospital Associa- 
tion, the Hospital Industries’ As- 
sociation, the Catholic and Prot- 
estant Hospital Association, the 
American Surgical Trade Associa- 
tion, the Manufacturers Surgical 
Trade Association and other allied 
and interested groups are continu- 
ing to present the importance of 
hospital supply and equipment to 
every agency of government. It is 


expected that any machinery for 
allocations will recognize the es- 
sential position of hospitals, al- 
though all hardships cannot be 
prevented.—A. G. STOUGHTON. 


Computing raw food costs 


In comparing the average raw food 
cost in this hospital with similar averages 
in the Statistics and Directory Section of 
the June 1950 issue of HOSPITALS, cer- 
tain questions as to the methods of com- 
puting meal count and what constitutes 
raw food costs have arisen. Can you give 
us some information on the following? 

1. Are infant formulas included in the 
meal cost? If so, how are they counted? 

2. Are extra portions, served with the 
meal, counted as fractions of a meal, or 
not at all? 

3. Is each special diet meal, including 
a restricted liquid, counted as one meal? 

4. Are between-meal nourishments 
counted as extra meals, as fractions of 
meals, or not at all? 

5. Do tax-supported institutions in- 
clude in their figures the worth of surplus 
commodities issued free by the govern- 
ment? 

6. Do state hospitals and others of 
long-term type include in their costs the 
worth of commodities grown on their own 
farms? 

The guide that is recommended 
regarding meal count is in the 
“Handbook on Accounting, Statis- 
tics and Business Office Procedures 
for Hospitals,” Section 1, page 28. 
In this it is stated that the unit of 
service for the dietary department 
should be a served meal. The ex- 
ception is in paid cafeterias and tea 
rooms. 

In the handbook it is further 
stated that meals served patients 
(excluding nourishments and for- 
mulas prepared for infants) are to 
be recorded by class of patient and 
sub-classified according to the reg- 
ular diets and special diet. It also 
states that nourishments served 
hospital patients should be record- 
ed by class of patient. Formulas 
prepared for infants should be 
classified as newborn infant nurs- 
ery formulas and others. It also 
suggested that if formulas are pre- 
pared under the supervision of the 
nursing department, such depart- 
ment should submit their statistics. 

Therefore, it seems that in order 
that hospitals may have a com- 
parative figure for their meal count 
these statistics might be followed. 
More and more hospitals are keep- 
ing their infant formula cost sep- 
arately and therefore are prepar- 
ing statistics of count and cost that 
would not be considered with meal 
cost. I do not know of any hospital 
that is counting extra portions as 
fractions of a meal. 
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Sixty-five years ago, the first 
completely safe milk for babies— 
evaporated milk—was developed * 
by Pet Milk Company. The new 
process destroyed the germs of 
disease which often made cows’ 
milk a dangerous food for babies. 


At the same time, Pet Evaporated 
Milk proved to be more easily 
digested than other forms of milk. 
Heat sterilization so changed the 
nature of the protein that it became 
soft and friable, resembling human 


milk in digestibility. 


Then, Pet Milk was homogenized 
to distribute its butterfat evenly. 
Every drop was made uniformly 
rich in a// the food values of milk. 


When research proved that addition 
of vitamin D to milk would prevent 
rickets and promote optimal 
growth, Pet Milk was fortified 

with the recommended level of 400 


units of vitamin D to the quart. 


Later, when pure crystalline vitamin 
D3 was developed Pet Milk was the 
first to use this improved form of 
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If the special diet meal is a re- 
stricted liquid, this would be 
counted as a served meal since it 
is a tray that is sent to the patient. 
No patient, however, should be 
counted with more than three such 
trays. The in-between meals would 
be listed under nourishment. In- 
between meal nourishment prob- 
ably should not be counted as 
meals or fractions of meals but 
should be listed as nourishment if 
the hospital wishes to keep an ac- 
count of the nourishment served. 


Albert V. Whitehall, director of 
the Association’s Washington Serv- 
ice Bureau, feels that the worth of 
surplus commodities should be 
priced at the market quotation and 
figured in the cost of the dietary 
department. This will give a truer 
cost of food served and also com- 
parative figures to use when talk- 
ing with other institutions. To keep 
the account straight, the hospital 
probably then would wish to show 
this amount charged for surplus 
commodities as a credit. 














Most state hospitals do charge 
the products from the farms to the 
dietary service and make this a 
credit to the farm operation.—— 
MARGARET GILLAM. 


Emergency section planning 


In the planning of an emergency sec- 
tion, should provision be made for ob- 
servation beds and a bath? Have you any 
other suggestions? 


It is rather useless to provide 
observation beds in the emergency 
area if such beds cannot be staffed 
adequately on a 24-hour basis. 
Any function these beds would 
serve can be served equally well 
by a private room in the medical 
unit. Also, I question the necessity 
for providing a bath in this area. 

There are several other items 
that should be borne in mind in 
planning an emergency layout. 
First of all, there should be a ves- 
tibule between the outside door 
and the corridor. Both outside of 
the emergency door and in this 
vestibule there should be a lighted 
and well-marked button to call 
for an attendant during those times 
the department is not manned. 


Also, there should be some sort 
of a canopy or cover over the out- 
side doorway. Because the doors 
of modern automobiles, in which 
many patients arrive at the hospi- 
tal, are so low, the ambulance en- 
trance is one area that should be 
ramped to eliminate steps. 


Adjoining the immediate en- 


F.. most routine work, radiographs 

_ of excellent diagnostic quality can 

be produced at less than half the 

usual cost with Powers X-Ray Paper. 

That is why more and more hospitals are using both paper and 

celluloid base film in their X-Ray departments. Techniques differ 
only slightly. No change in equipment is required. 


trance on the inside of the hospital 
should be an area that can double 
as the waitirig room for families 
of injured patients and as an inter- 
viewing area in which police and 
interns can get necessary informa- 
tion from the families of the in- 
jured. Also in that area substantial 
storage space for litters and wheel 
chairs should be provided. 

The emergency operating room 
will have to be provided with ex- 
plosion-proof fittings and with a 
conductive floor, unless it is “off 
limits” for the use of combustible 
anesthetics. To satisfy the build- 
ing inspector, electrical inspector 
or insurance~company, it may be 
necessary to post a sign saying: 
“By order of the board of directors 
the storage, handling and use of 
combustible anesthetics in this area 
is prohibited.” With anesthesia in 
the area thus limited to injected 
anesthetics, many patients requir- 
ing surgery might have to be 
cleaned up and taken into one of 
the regular operating rooms.—RoyY 
HUDENBURG. 


Proven in use for over 16 years, Powers X-Ray Paper may be used in 
any standard cassette. It comes in standard sheet 

sizes, or perforated rolls for use with the Powers 

Magazine Cassette. 


Let us show you in detail how you can effect high 
annual savings with Powers X-Ray Paper. Write 
for complete information and literature. 


ft. 
Pat. ° 
Res: v.S- 


A powers 
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USED IW OVER 2000 GOOD HOSPITALS 


THE SPRING-AIR 
SLEEP CUSHION 


Easy to handle, easy to keep clean 

...and superbly comfortable—the Sleep 

Cushion consists of separate spring and pad 

units. Pad (cushion) is of compartment design, 

filled with long fibre cotton felt. Complete mat- 
tress almost fluid in conformance to bed and body 
position changes! 
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THE SPRING-AIR 
INNERSPRING 


For perfect patient comfort—mattress conforms to all body 
contours and position changes; for maximum manage- 
ment economy—mattress conforms perfectly to all 

bed position changes with a minimum of wear. 

Hospital records, covering continuous use 

for periods of from 10 to 20 years, 

show the cost to be less than five 

cents per week per mattress. 


SPRING-AIR COMPANY, Holland, Michigan, Department 214, 


Please send literature on hospital mattresses and name of Spring- 
Air plant in this area, 


EE a 


a 


City, Zone, State____ — = pails 
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SQUIBB 
CRYSTICILLIN 
PREPARATIONS 





are your choice 
for Aqueous Procaine 


Penicillin Therapy 


HOSPITALS 





_— Quality Control is indicative of the 
Squibb motto of Reliability based on Uniformity, 
Purity and Efficacy. Squibb Crysticillin prepara- 
tions must pass 20 rigid tests that assure the 
highest standards in... potency...stability...safety 
..-uniformity...and pharmaceutical excellence: 


Cup-plate potency test 
Serial dilution potency test 
Iodometric potency assay 
Penicillin G assay 


Procaine or potassium and 
citrate determination 


Stability to heat 
Crystallinity test 

Solubility or suspendability test 
Moisture assay 

Color and clarity test 

pH test 

Pyrogen test 

Toxicity test 

Sterility test 

Particle size test 

Net contents control 
Withdrawal test 
Uniformity test 

Viscosity test (suspensions) 


Needle test (suspensions) 
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CRYSTICILLIN 
Squibb Procaine Penicillin G for Aqueous Injection 


300,000 unit vials with or without diluent; 
1,500,000 or 3,000,000 unit vials. 


CRYSTICILLIN SUSPENSION 
Squibb Procaine Penicillin G in Aqueous Suspension 


300,000 units in B-D disposable cartridge syringe; 
300,000, 1,500,000 and 3,000,000 unit vials. 


CRYSTICILLIN FORTIFIED 


Squibb Procaine Penicillin G 300,000 units with 
Buffered Penicillin G Potassium 100,000 units 


400,000 unit vials with or without diluent; 
2,000,000 and 4,000,000 unit vials. 


“Crysticillin’ is a registered trademark of E. R. Squibb & Sons. 
‘B-D’ is a registered trademark of Becton, Dickinson & Co. 


LEADER IN PENICILLIN 
RESEARCH AND MANUFACTURE 


35 





ANOTHER GE X-RAY FIRST! 


GAS INSULATED DIAGNOSTIC TRANSFORMER 








100-kvp at 100-ma FULL-WAVE RECTIFIED GENERATOR 


| chew the first time in any diagnostic transformer, 
the principle of Gas Insulation! For the first 
time in any x-ray transformer — the use of gas at 
atmospheric pressure. That's the KX-16! Deliver- 
ing up to 100 kvp at 100 ma, it’s a dependable, efh- 
cient unit for use in the intermediate voltage range. 
This new generator makes it simple to extend the 
energy rating of your x-ray tube. By changing from 
your present 100-ma, self-rectified generator to the 
full-wave rectified KX-16, you can operate at high- 
er power factors-for longer periods of time. 
Extended use of the small focal-spot insures finer 
Yadiographic detail. Compact and light weight, the 


KX-16 makes a practical unit for energizing either 
one or two x-ray tubes. An internally mounted high- 
voltage switch, activated by the technic selector, 
makes changing from one tube to another automatic. 

See your GE representative for details, or write 
General Electric X-Ray Corporation, Dept. L - 2, 
Milwaukee 14, Wisconsin. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 
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This much is known 
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‘What the hospital can do about 


S THE CRUCIAL YEAR of 1951 got 
A under way, the nation’s hos- 
pitals were at last supplied with a 
fairly comprehensive picture of 
just what their function will be in 
the event of a war-caused catas- 
trophe at home. And that function 
is a huge one, one that dovetails 
with many other aspects of the 
nation’s civil defense picture. 

The information is contained in 
a 260-page manual, “Health Ser- 
vices and Special Weapons De- 
fense,”’* second in the government’s 
“United States Civil Defense”’ seri- 
es. The first section was published 
late in September and dealt with 
the civil defense picture generally. 
(See HospiITaALs for November 
1950, page 49.) 

“Health Services and Special 
Weapon Defense,” published late 
in December, is far more specific, 
and its contents are vital. 


ATOMIC BOMB CASUALTIES 


Of course no one knows if, when 
or where an atomic bomb might 
drop upon the United States; and 
even if he knew, he would be un- 
able to predict accurately the total 
number of casualties. All he can do 
is consider what happened at Hiro- 
shima and Nagasaki and estimate 
the possible effects on his own 
community. The government man- 
ual helps considerably here. 

For purposes of discussion, an 
“average” American city with a 
Population density of about 13,000 

*Unitep STaTEs Civit DEFENSE: HEALTH 
SERVICES AND SPECIAL WEAPONS DEFENSE. Ex- 
ecutive Office of the President, Federal 
Civil Defense Administration. (Publication 
AG-11-1.) Washington, D.C., United States 
oo vcrnment Printing Office. 1950. 260 p. 

ents, 


ae 


oon Rivin is managing editor of Hospt- 
S. 
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DISASTER 


ARNOLD A. RIVIN 


per square mile has been assumed. 
(The 1940 census gives the follow- 
ing population densities: Chicago, 
16,500; Detroit, 11,750; San Fran- 
cisco, 14,250; Washington, D.C., 
11,000. New York City presents a 
special problem because of a popu- 
lation density on Manhattan Island 
of 145,000 per square mile by day 
and 76,000 by night.) 

A surprise daylight attack with 
a conventional atomic bomb, ex- 
ploded 2,000 feet over an “‘average”’ 
metropolitan area, would produce 
about 120,000 casualties — killed 
and injured. Of this total, 40,000 
(one-third) would either be killed 
outright or would die the first day. 
An additional 20,000 (one-sixth) 
would die in the following five or 
six weeks. Thus, probably 80,000 
casualties (two-thirds) would sur- 
vive the first 24 hours. 


Of the casualties surviving the 
first day, approximately one-third 
(25,000-30,000) would require hos- 
pitalization and extensive treat- 
ment; about one-third would re- 
quire hospitalization with a mod- 
erate amount of medical care, and 
the remaining one-third would re- 
quire little medical care and could 
be given outpatient service. 

If it is assumed that adequate 
warning of an impending raid is 
given to the civilian population 
and that adequate -instruction to 
the public has resulted in good 


PLANNING 


discipline, it may be assumed also 
that daytime casualties would be 
reduced by about one-half. Thus, 
the total hypothetical number of 
120,000, killed or injured would be 
reduced to about 60,000. 

If the bomb were detonated un- 
der the same conditions over a pri- 
marily business or industrial area 
at night, the number of casualties 
would be further reduced. It is es- 
timated that, in general, a night 
attack with a warning would re- 
sult in about one-third the number 
of casualties estimated for a day- 
time attack without warning, or 
about two-thirds of the number of 
casualties estimated for a daytime 
attack with warning, as shown be- 


With 
warning 
60,000 
40,000 


W ithout 


warning 
setulae 
60,000 


The government booklet explains 
how to prepare casualty estimates 
so communities can know what to 
expect. Within a half-mile radius 
of the point on the ground directly 
below the bomb’s explosion, 90 per 
cent of the population would die, 
most of them on the first day, and 
the remaining 10 per cent would 
be injured. With an adequate warn- 
ing, deaths could be reduced from 
90 to 75 per cent in this half-mile 
radius. Casualties would decrease 
farther from the explosion’s center. 


37 





TRANSPORTATION OF NON-AMBULATORY CASUALTIES 
PROVIDE FOR THREE MOVES 


POINT OF 
RESCUE 


NEARBY CITIES 


PRIVATE HOME 





—From "Health Services and Special Weapons Defense’ 


To meet this challenge, hospitals 
are urged to set up disaster plans, 
coordinated with those of the na- 
tion, the state and the community. 
Hospital administrators are ex- 
pected to serve on state health 
service advisory committees, and 
the government recommends that 
these be established immediately. 

Within the hospital, training pro- 
grams for employees are consid- 
ered very important. 

The hospital, of course, would 
be a tremendously important fac- 
tor in any emergency plan. Non- 
ambulatory casualties would be 
transported by litter to first-aid 
and ambulance stations and by mo- 
tor vehicle from these stations to 
existing or improvised hospitals. 
Whenever possible, the hospital’s 
regular patients would be evacu- 
ated to private homes, convales- 
cent homes, emergency centers, or 
hospitals in other communities. Af- 
ter treatment, bomb casualties also 
would be evacuated as quickly as 
possible to make room:for others. 


HOSPITAL FACILITIES 


Hospitals are the focal points for 
civil defense. If an atomic attack 
were to result in 60,000 casualties, 
about 26,000 would need hospital 
care. If it is assumed that 6,000 
could be evacuated to points out- 
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side the attacked community, 20,- 
000 persons would remain to be 
cared for in local hospitals. These 
hospitals would be of three types: 

|. Existing general or special 
hospitals in the immediate vicinity 
which are still usable. 

2. Improvised hospitals or con- 
verted nonhospital buildings. 

3. Hospitals in surrounding 
areas. 

The typical major urban com- 
munity of 500,000 to 1,000,000 pop- 
ulation usually has about 20 gen- 
eral hospitals. Assuming that half 
of these would be inaccessible or 
damaged beyond use, 10 existing 
hospitals, averaging 200 beds each, 
might have to serve as a base for 
at least 20,000 casualties. 

As a first step in meeting this 
situation, advance arrangements 
should be made for evacuation of 
all hospital patients who can be 
moved safely on the threat of an 
impending attack or immediately 
after attack. These patients should 
be discharged to their homes, to 
remote hospitals or to centers pro- 
viding convalescent care. 

According to the government 
manual, the hospital should begin 
its planning by determining ways 
to expand to the greatest possible 
capacity. The average general hos- 
pital with 200 beds for patients can 


be expanded considerably, some- 
times to twice or even three times 
normal capacity, by using confer- 
ence rooms, classrooms, storage 
space, corridors and similar areas. 
Expansion plans should include 
arrangements for using adjacent 
building such as schools, hotels, 
gymnasiums, warehouses and resi- 
dences. 

Emergency planning and organi- 
zation of an individual hospital 
calls for full cooperation and co- 
ordination with other hospitals and 
civil defense services within the 
area. 

EXPANDING THE HOSPITAL 


A hospital emergency plan, ac- 
cording to the manual, must be 
based on certain essential peace- 
time operating data, which can be 
assembled according to the follow- 
ing subjects: 

1. Present bed complement; nor- 
mal expansible capacity. 

2. Personnel distribution. 

3. Average daily occupancy, in- 
cluding numbers, types, and diag- 
nosis of patients, for evacuation 
purposes. 

4. Sources of normal and emer- 
gency water, fuel and electrical 
services. 

5. Supplies and equipment on 
hand and emergency sources of ad- 
ditional items. 

6. Analysis of services normally 
available. 

7. Determination of geographic 
areas served by the hospital. 

8. Training programs for em- 
ployees and volunteers. 

9. Arrangements with other hos- 
pitals and agencies. 

The hospital must be prepared 
to carry out the following func- 
tions: (1) Receive casualties; (2) 
provide initial casualty care; (3) 
provide continued casualty care as 
needed; (4) designate noncritical 
patients to be transferred to their 
homes, reserve regional hospitals 
or other points; (5) provide care 
for critically ill noncasualty pa- 
tients remaining in the hospital. 

There are three ways in which 
a hospital can prepare to accom- 
modate large numbers of sudden 
casualties: (1) By discharging and 
transferring patients in the hospi- 
tal at the time of disaster. (A study 
of the patients within an individ- 
ual hospital on any sample day 
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probably will reveal that approxi- 
mately 75 per cent of the patients 
could be evacuated); (2) by re- 
stricting admissions to critically 
injured persons; and (3) by adding 
beds within the hospital. A care- 
ful study should be made to desig- 
nate where additional beds could 
be set up, and a diagram should be 
drawn up showing existing beds 
and designated locations for tem- 
porary beds. Key supervisory per- 
sonnel should know the plan well. 

In designating areas for emer- 
gency services, every effort should 
be made to avoid traffic congestion. 
Direction signs should be prepared 
in advance for the interior and ex- 
terior of the hospital and adjacent 
buildings. The ambulance entrance 
should be designated for receiving 
casualties. The evacuation area 
should be in a different part of the 
building because receiving and 
evacuation would have to be car- 
ried on simultaneously. 

Liaison would have to be estab- 
lished with the civil defense serv- 
ices that would provide shelter, 
food and first aid for patients who 
might be awaiting admission to the 
hospital’s reception service. A casu- 
alty sorting team would have to be 
set up, as well as a system for 
identifying casualties. A hospital 
evacuation and transportation 
service would have to be estab- 
lished. These functions should be 
assigned administrative assistants, 
and of course the medical staff 
would have to work closely with 
the administration. 

The defense manual suggests 
methods for efficiently handling 
casualties after they are admitted. 
In a four-story hospital, for in- 
stance, a patient area on the first 
floor should be designated pri- 
marily for patients requiring re- 
susciating or immediate treatment 
for shock and hemorrhage. A sec- 
ond area, possibly the second floor, 
should be designated for burn pa- 
tients. The third floor might be 
assigned to care of mechanical 
trauma patients. The proximity of 
the operating rooms would deter- 
Mine the location for trauma pa- 
tients. A fourth area should be al- 
located to patients suffering from 
radiation sickness and to the crit- 
ically ill patients who could not be 
evacuated when the emergency oc- 
curred, 
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The operating area should be 
expanded, with extra treatment 
tables placed in the operating 
rooms. The operating rooms should 
be reserved for major surgery on- 
ly. Repair of lacerations and other 
minor injuries should be done in 
bed without moving the patient. 

An auxiliary blood bank should 
be set up in some suitable area 
such as the physical therapy de- 
partment. If blood donors become 
available, they should be handled 
somewhere besides the hospital. 
Similarly, areas in adjoining build- 
ings, rather than in the major hos- 
pital building, should be designated 
for screening volunteers reporting 
for work. 

Also in an adjacent building 
should be the information and per- 
sonnel services. All efforts should 
be made to keep the number of 
people in the hospital to a mini- 
mum, or confusion will reign. Rela- 
tives and friends of casualties 
should be referred to the informa- 
tion center in another building. 
Full information on names and 
conditions of patients would be 
provided to the welfare services by 
the hospital’s administrative office. 

A large auxiliary morgue should 
be designated, and it should have 
facilities for screening from view. 
The dead must be cared for prompt- 
ly and inconspicuously. 


MEDICAL STAFF 


The civil defense chief of the 
hospital staff should be the senior 
physician responsible for organiz- 
ing and training medical teams and 
for indicating areas of authority 
and responsibilities of medical and 
related auxiliary professional per- 


sonnel for disaster functions. Im- 
mediately after a disaster, the des- 
ignated medical officer or his alter- 
nate should become responsible for 
all aspects of professional care, and 
he should have full authority to 
assign physicians to the areas of 
greatest need. If possible, the med- 
ical officer assigned as civil defense 
chief should remain free of direct 
treatment responsibilities for indi- 
vidual patients. Supervisory obli- 
gations would demand his full 
time. 

The chief of the hospital medical 
service, or another designated med- 
ical officer, should be responsible 
for (1) receiving and sorting 
teams, (2) shock and recovery 
room teams, (3) radiation sickness 
teams, (4) a. critical noncasualty 
team. 

The chief of the hospital surgical 
service, or a designated medical 
officer, should be responsible for 
burn teams, trauma teams, operat- 
ing room teams and anesthesia 
teams. 

The pathologist or his alternate 
should be responsible for labora- 
tory services, the blood bank, and 
mortuary services. The radiologist 
would be responsible for x-ray 
services. 

The disaster plan of the hospital 
should include specific assignments 
of staff physicians to the various 
teams and a detailed description of 
their duties. 

Probably some members of the 
surgical and general medieal staff 
would have to be assigned to teams 
to work in specific improvised 
emergency hospitals. The labora- 
tory would be overburdened and 
would have to curtail all but the 
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CHANNELS OF HOSPITAL AUTHORITY DURING DISASTER 
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most essential laboratory activities. 
The increased load of fracture cases 
would limit the x-ray department 
to handling a relatively few ortho- 
pedic cases. 

Pharmacy services might be con- 
centrated on the preparation and 
distribution of emergency drugs. 
Volunteer pharmacists might be 
put on round-the-clock duty in the 
hospital. 


NURSING SERVICES 


The chief of nursing services 


within the hospital, according to. 


the government manual, should be 
responsible for all nursing func- 
tions and plans, assignment and 
administration, including services 
of auxiliary nursing personnel. 
The usual designation of nursing 
areas for medical, surgical, pedi- 
atric and other services should be 
changed to nursing areas for each 
classification of casualty. 
Graduate nurses would be re- 
assigned wider duties, including 
certain functions which would nor- 
mally be performed by physicians. 
Emphasis would be placed on re- 
sponsibility for supervision of in- 
creased numbers of nurse aides and 
volunteers. There would have to be 
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CLINICAL 








a sharp reduction in routine pro- 
cedures. 

The need for nurses everywhere 
in the hospital would increase 
greatly in the event of a disaster. 
Nursing teams would have to be set 
up for such procedures as infu- 
sions, surgical dressings, medica- 
tions and oxygen therapy. The op- 
erating room would need expanded 
nursing service, as would central 
sterile supply. 

Volunteers could be used for such 
duties as transfer of patients, set- 
ting up cots and beds, delivering 
supplies and providing clerical as- 
sistance. 

BUSINESS OFFICE 


During the disaster period, the 
business office would have the 
functions of accounting, medical 
records, patient statistics, procure- 
ment of supplies and operation of 
the hospital’s communications. A 
skeleton staff would be needed to 
carry on the bookkeeping essential 
to the continued function of the 
hospital. 

During a disaster, these medical 
records must be maintained by the 
record-room librarian and the busi- 
ness office: (1) Patient register. 


RECEIVING & SORTING t oe eee 


OFFICE : 
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(Collect and classify identification 
and treatment tags removed at the 
hospital morgue; maintain infor- 
mation on patients discharged, 
transferred and treated.) (2) Rec- 
ords for patients being transferred. 
(3) Reports for submission by the 
administrator to appropriate au- 
thorities. 

SERVICE DEPARTMENTS 


Dietary: The hospital dietary 
service would provide prompt 
emergency food service to a large 
number of casualties, hospital per- 
sonnel and _ volunteers. Normal 
menus would be limited and modi- 
fied to essential nutritional food. 
Packaged food should be _ used 
whenever possible. Generally, spe- 
cial diets, pastry, salads and nor- 
mal tray set-up would be discon- 
tinued. 

Food distribution to patients 
should be decentralized if possible. 
Where this is not practical, the 
dietary department should be pre- 
pared to sérve meals to patients 
continuously throughout the day, 
using available facilities as effi- 
ciently as possible. 

Personnel food service should be 
cafeteria type. The seating capacity 
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of the dining area should be in- 
creased, and all efforts should be 
made to speed service. Staggered 
meal periods for patients and per- 
sonnel should be instituted. 

The manual recommends that 
paper dishes be used wherever pos- 
sible. 

For several hours after a disas- 
ter, the food service department 
might be without utilities such as 
gas, electricity, water and refrig- 
eration. Temporary cooking facili- 
ties might be provided outside the 
hospital if necessary, and these 
could be merely open fires with 
sheet-metal plates and large cans. 
Precooked packaged foods are rec- 
ommended in the manual. 

Engineering, maintenance: A writ- 
ten detailed plan for this depart- 
ment is indispensable. A quick sur- 
vey of the building should be made 
immediately after the disaster to 
survey the extent of damages. It 
might be necessary to close off cer- 
tain areas pending temporary re- 
pairs. In the damaged areas, water 
lines should be closed, electrical 
service connected, gas lines shut 
off, and heating and ventilating 
lines closed to prevent disruption 
of these services in the undamaged 
portions of the building. 

Arrangements should be made 
with the civil-defense engineering 
service for top priority in provid- 
ing water in case normal supplies 
are cut off. The location of usable 
wells near existing hospitals and 
converted hospitals should be 
studied and recorded. 

In general, about 200 gallons of 
water are used by hospitals for 
each patient every day. This could, 
if necessary, be cut to 10 gallons or 
less per patient day. The manual 
outlines several ways in which 
water can be conserved, including 
these important points: 

1. Keep all valves in faucets in 
good repair. 

2. Erect latrines near the build- 
ing. 

3. Ration water to departments 
by scheduling delivery in suitable 
containers. 

4. Train laundry personnel in 
the minimum washing formula re- 
quired to remove soil from linen 
and use of rinse water in sub- 
sequent loads as wash water. 

5. Train the engineering staff in 
ways to accumulate condensate and 
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cooling water and indicate areas in 
which such water may be reused. 

6. Instruct kitehen personnel in 
methods of preparing foods and 
cleaning utensils with a minimum 
of water. Teach the housekeepers 
to clean with dust-suppressive ma- 
terials. 

7. Sharply reduce the use of all 
linens, saving water in laundry. 

8. Substitute paper towels and 
paper dishes where possible. 

9. Sterilize instruments and 
dressings in pressure sterilizers 
instead of boiling-water steriliz- 
ers. 

10. Discontinue hydrotherapy 
and discontinue baths and show- 
ers for ambulant patients. Reduce 
sponge baths as much as possible. 

11. Discontinue air-condition- 
ing equipment which requires 


water for condensing or cooling. 
12. Discontinue use of bedpan 
by using  paper-lined 


washers 
bedpans. 

Electric service: Those hospitals 
which do not have independent 
generator equipment must have 
definite plans for an alternate 
source of electric power in the 
event of a catastrophe. The civil 
defense director should be asked 
to establish a high priority for 
the reestablishment of electric 
lines or the emergency installa- 
tion of portable generators. 

Fire is a hazard in any disaster 
and is made a greater problem 
by the crowding of the hospital. 
Possible failures of automatic 
sprinkler systems because of low 
water pressure or disruption of 
water service must be borne in 
mind. A fire patrol should be set 
up to enforce hospital regula- 
tions on fire protection. Special 
attention should be given to keep- 
ing passages and exists open, 
since patients would be placed in 
every available space. 

Housekeeping: Most housekeep- 
ing employees probably would be 
put to work by the nursing and 
dietary departments because of 
their familiarity with the hospital. 
The housekeeper would have to 
depend upon volunteers to main- 
tain cleaning functions. 

Laundry: The operation of the 
laundry probably would have to 
be on a 24-hour basis because 
of the shortage of linens and the 
possible need for reclamation of 


dressings. Volunteer assistants 
should provide the additional staff 
requirements. In the event of cur- 
tailed water supply, it might be 
necessary to arrange for laundry 
service by an outlying institution. 
All laundry workers should be 
instructed in water conservation. 


SUPPLIES AND EQUIPMENT 


An adequate source of supplies 
and equipment is vital to the hos- 
pital in an emergency, and it 
must be assumed that some of 
these sources will be eliminated 
by the disaster. The procurement 
officer, therefore, faces a par- 
ticularly difficult problem. He 
has the duties of procuring, stor- 
ing and dispensing supplies and 
equipment. Immediately after the 
disaster, the procurement officer 
would have to get supplies locally. 

The manual recommends that 
hospitals in larger cities increase 
by 20 per cent their normal stock 
of consumable supplies. Retail sur- 
gical supply dealers, physicians’ 
offices and drug stores would be 
secondary sources. After several 
hours, consumable supplies would 
be provided from federal reserves. 

The civil defense manual has 
an entire chapter on supply, de- 
scribing community stockpiles and 
federal reserves. These federal re- 
serves would be located in such a 
way as to assure reasonable avail- 
ability to any of the various critical 
target areas of the United States. 
They will be far enough from po- 
tential target areas to make their 
loss by enemy attack unlikely. 

Extra beds might be obtained 
from homes, and it may be neces- 
sary to improvise beds from tables 
with pads or to use mattresses 
placed directly on the floor. Other 
substitutes include couches, metal 
cots and camp cots. Clothes bas- 
kets and wooden boxes might be 
used for emergency bassinets. A 
great deal of substitution might 
be necessary for emergency opera- 
tion of the hospital. 

More details on these and other 
aspects of operating a _ hospital 
under disaster conditions are con- 
tained in “Health Services and 
Special Weapons Defense.” 

In an age of international un- 
certainty, it might turn out to be 
the most important book in this 
nation’s history. 
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TWO YEARS OF TRAINING AIDS 


Evacuation in 


FRANK C. SUTTON, M.D. 


wo YEARS of fire-fighting 

training at Miami Valley Hos- 
pital (Dayton, Ohio) paid off in 
uncountable dividends on the eve- 
ning of December 16, 1950, when 
a major fire broke out in a wooden 
stairway leading from the main 
entrance lobby to the labor-deliv- 
ery unit. 

Dr. Byron C. Stuhlman, an ob- 
stetrician, first noticed the fire and 
gave the alarm to the switchboard 
operator. Then, with another doc- 
tor and a nurse, Dr. Stuhlman 
picked up a fire extinguisher and 
began fighting the blaze. Nurses 
and other personnel, at dinner or 
going off duty for the day, imme- 
diately responded to the alarm. 

The switchboard operator mean- 
while put in calls to (1) the fire 
department, (2) the director of 
the hospital, (3) key hospital per- 
sonnel and (4) department heads. 

When I reached the scene of 
the fire (I reside on the hospital 
grounds), I found that nurses and 
doctors were already evacuating 


Dr. Sutton is secretary-director of the 
Miami Valley Hospital, Dayton, Ohio. 
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A DISCARDED cigarette apparently fell through a crack in 
the stairway to start a fire which caused $50,000 damages. 


hospital fire 


women in labor from the unit. In 
the adjoining nursery, three at- 
tendants were transferring 21 
babies in their individual bassinets 
from the nursery section. In the 
pediatrics section, student nurses 
were carrying out babies and 
small children. Twenty-three 
mothers or prospective mothers 
were being readied for evacuation. 
Patients in other stations were be- 
yond closed fire doors and per- 
sonnel were ready to get them out 
if the need arose. 

The 21 babies were evacuated 
in three minutes and the 23 moth- 
ers in the maternity area were 
taken to another wing of the hos- 
pital in approximately 15 minutes. 

By the time the firemen arrived, 
all patients had been removed 
from the fire area. The firemen 
were able then to give their full 
attention to the fire which had 
gained major headway, feeding on 
joists under the second story floor, 
then upward along the walls, and 
carrying through vents into an 
airshaft which extended from the 
basement to the roof. Quick work 


tracking down the flames brought 
the fire under control within 45 
minutes. 

Fire damage was estimated at 
$50,000. The building was fully in- 
sured and there were no casualties 
in the fire or equipment destroyed. 
Water damage was slight. Cause 
of the fire was attributed to a dis- 
carded cigarette. 

The automatic sprinkler in the 
attic was in good condition and 
worked properly. Three sprinkler 
heads within the fire area were 
activated and helped to limit dam- 
age. Fire doors, which were closed, 
limited smoke spread. 

Key hospital personnel at all lo- 
cal hospitals in our city have been 
trained in fire prevention and fire 
fighting. In addition, each hospi- 
tal employee knows what patients 
he is to evacuate and where to 
evacuate them. All persons in the 
danger area jwere removed to an- 
other part of the burning build- 
ing. This is part of a standard pro- 
cedure which divides the hospital 
into sections separated by fire- 
proof walls and fire doors. 

By previous arrangement, any 
hospital call to the fire department 
automatically alerts all city equip- 
ment, police, and volunteer fire- 
men, thus insuring all possible 
protection. In this fire, 13 of the 
25 fire-fighting trucks in Dayton 
responded to the alarm. 

This fire underscores one of the 
chief reasons why hospitals should 
receive the critical materials nec- 
essary to complete new building 
projects. 
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FIREMEN HAD to cut through the floors and walls to track 
down the flames. Charred beams show intensity of the fire. 


HOSPITALS 





‘ought 
in 45 


ed at 
ly in- 
lalties 
royed, 
Cause 
a dis- 


n the 
1 and 
inkler 

were 
dam- 
losed, 


1] lo- 
been 
d fire 
1OSpi- 
tients 
re to 
n the 
0 an- 
uild- 
-pro- 
spital 
fire- 


any 
ment 
juip- 
fire- 
sible 
f the 
iy ton 


f the 
ould 
nec- 
ding 


TTT LULU RELL LLCO LLL 








Government agencies can be persuaded 


TO PAY COSTS FOR INDIGENT CARE 


HIRAM SIBLEY 


PERATING PROBLEMS are such 

today that a great many vol- 
untary hospitals face financial 
bankruptcy unless means are found 
for collecting the costs of service 
from government agencies. 

Rising prices for equipment and 
supplies, competition for skilled 
personnel, minimum wage orders, 
expensive new discoveries in medi- 
cine and surgery—all are steadily 
increasing hospital expense. Trus- 
tees and administrators every- 
where are asking the same ques- 
tion: “Who is going to pay?” 

Of all groups purchasing hospi- 
tal service, the most reluctant to 
recognize these factors of increased 
expense are welfare agencies and 
the legislative bodies responsible 
for their appropriations. We dis- 
covered this in Connecticut three 
years ago, and the Connecticut 
State Hospital Association has 
worked out a program that is now 
getting results. 

Three years ago we made a study 
of the losses sustained on indigent 
Patients in one large hospital. For 
12 months ending June 30, 1946, 
the loss in that one hospital was 
$133,552, or 7.9 per cent of total 
operating expense. In the next 12 
months this loss amounted to $194,- 


— 


Mr. Sibley is executive director of the 
Connecticut Hospital Association, New 
Haven. Adapted from a paper presented 
by him at the 52nd annual convention 
of the American Hospital Association in 
Atlantic City, Sept. 19, 1950. 
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Connecticut’s successful program promises to eliminate 
a widespread threat to the hospital’s financial solvency. 


944, or 9.4 per cent of that year’s 
total operating expense. 

Later it was estimated that the 
33 general hospitals in Connecticut 
would lose, in caring for indigent 
patients, $1,500,000 for the year 
1947. These figures were so stag- 
gering that the hospitals of Con- 
necticut were literally shocked into 
cooperative action. 


WHAT CAN BE DONE? 


First, the problem can be placed 
squarely before the proper author- 
ities. In Connecticut the state gov- 
ernment is the largest purchaser 
of hospital care for indigents, and 
so the matter was taken to the 
governor. He in turn appointed a 
committee, and it was a good one. 
The lieutenant governor as chair- 
man had the respect of both the 
general assembly and his political 
party. Other members included the 
commissioners of finance and con- 
trol, of health, and of welfare, and 
the secretary of the Commission 
for the Care of the Chronically Il. 

This committee invited the Con- 
necticut Hospital Association to 
appoint a group representing Con- 
necticut hospitals to meet with it, 
and members of the Association’s 
Committee on Governmental Af- 
fairs were selected. This group in- 
cluded hospital trustees, hospital 
administrators, the association’s 
legal counsel, and the executive 


director. Meetings were held fre- 
quently through 1948, and the 
committee’s report, filed with the 
governor late in December, became 
the basis upon which legislation 
was prepared for the 1949 general 
assembly. p 

Second, hospital thinking can be 
consolidated into a program ac- 
cepted by all the hospitals. One of 
the first problems posed by the 
governor’s committee was: “If only 
the voluntary hospitals would come 
together and agree on a program, 
our task would be much simpler.” 
When we answered that the hos- 
pitals wished to be paid the cost of 
the care for state-aided cases, there 
followed the question: ‘(Can Con- 
necticut hospitals demonstrate their 
costs on a uniform basis?” 

The government reimbursable 
cost formula was suggested by the 
hospitals but was rejected by the 
commissioner of finance and con- 
trol on the grounds that outpatient 
costs were merely estimated, which 
made the figure for inpatient costs 
unacceptable. That is, inpatient 
costs were those remaining after 
the estimated outpatient costs had 
been subtracted from the total. 
Similar criticism from the insur- 
ance carriers and from the Con- 
necticut Blue Cross prompted Con- 
necticut hospitals to give up the 
reimbursable cost formula. 

As a result of this resistance, the 
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Connecticut Hospital Association 
appointed the Committee on Uni- 
form Accounting, which recom- 
mended adoption of the United 
Hospital Fund’s cost analysis for- 
mula. At the association’s spring 
meeting in May 1948, the commit- 
tee’s recommendation was accept- 
ed, and the services of an execu- 
tive director and a staff accountant 
were engaged. Connecticut Blue 
Cross thereupon committed itself 
to an annual contribution of $15,- 
000 to be matched by member hos- 
pitals, which agreed to underwrite 
their share of expenses through an 
assessment based upon patient-day 
census. 

Without going into a detailed 
history of the development of uni- 
form accounting in Connecticut, it 
may be reported that 13 of our 33 
voluntary general hospitals com- 
pleted cost analysis studies on 
United Hospital Fund forms for 
the six months ending June 30, 
1948; that 25 hospitals completed 
cost analysis studies for the six 
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months ending June 30, 1949, on a 
simplified set of the United Hos- 
pital Fund forms; and that for the 
12 months ending Sept. 30, 1950, 
which has become the fiscal year 
adopted for reporting purposes in 
Connecticut, all 33 hospitals were 
planning to submit cost analysis 
studies based on general ledger 
figures, which will be audited by 
each hospital’s public auditor. 

All necessary revisions have 
been made in the accounting man- 
ual of the Connecticut Hospital 
Association to bring it into line 
with Section 1 of the “Handbook 
on Accounting, Statistics and Busi- 
ness Office Procedures for Hospi- 
tals,” published in February 1950 
by the American Hospital Associa- 
tion—and I recommend whole- 
heartedly that this be adopted 
without delay by all voluntary and 
religious hospitals. 

The United Hospital Fund cost 
formula was accepted by the gov- 
ernor’s committee, but cost anal- 
ysis studies that were completed 


SELL 


Help of trustees invaluable 


The Rev. Lawrence E. Skelly, director of hospitals of the Diocese 
of Hartford, in speaking on government payments at the Associa- 
tion convention last September, had the following to say in regard 
to trustees and “the Connecticut Story”: 

“The problem was how to get the people and their legislators 
to do the right thing by their voluntary hospitals, to pay their 
costs for services rendered. It is through the trustees acting col- 


lectively that this can be done... . 


“We carried the full story to the people of the state and to the 
newly-elected legislators for the 1949 session. Our first and most 
effective action was to organize the trustees of our 33 hospitals 
into a compact unit. We had a state-wide conference for trustees. 
We also had a steering committee of trustees for legislative action. 
After all, the trustees of hospitals are leading, substantial, repre- 
sentative citizens of their communities, and they do carry political 


weight in their areas... . 


“A series of sectional dinner meetings was arranged at various 
hospitals throughout the state where legislators and trustees sat 
down together to get the real story and all the answers. The help 
of the trustees when they were fully informed was invaluable and 
most effective in achieving a far-reaching solution to the all-vital 
problem of securing adequate and just payment for state-aid cases. 
Henceforth, we trust that administrators will not stand alone but 
will have the full backing of all the trustees of all the hospitals, 
ready and able to deal with such problems in the future.” 
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State payments for 
charity cases are the major 
cause of the hospitals’ 

present financial crisis... 


R. Senate Bill 214 




















for the six months ending June 30, 
1948, were not available until the 
committee’s final report had been 
submitted to the governor. These 
cost figures, however, became the 
keystone of the Connecticut Hos- 
pital Association’s legislative pro- 
gram. 

Carrying through a legislative 
program, while less clear-cut as to 
method and procedure than a uni- 
form accounting program, has even 
greater dependence for success on 
a state-wide program. In Connec- 
ticut, pains were taken to see that 
the legislation was carefully draft- 
ed; that each point in the bill was 
sound, as one weak point might 
have discredited the whole bill; 
and that each point was reason- 
able. As increased hospital reim- 
bursement was our goal, consider- 
ation had to be given to the political 
aspects of an increased appropria- 
tion. 

When it came time to introduce 
the legislation, we had to agree on 
the correct sponsorship. The gov- 
ernor and political leaders of both 
parties had to be approached. 
While the legislation was non- 
political in nature, there was al- 
ways the danger of inadvertently 
bringing down on our bill the op- 
position of an important senator 
or assemblyman. 

Public education in support of 
hospital legislation began with a 
conference of more than a hundred 
hospital trustees from every part 
of Connecticut. These trustees vot- 
ed to form a sponsoring committee 
of five trustees from each of the 33 
hospitals. From this group a small 
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steering committee was selected, 
and this committee decided not to 
organize a huge newspaper and 
radio campaign but to center re- 
sponsibility for telling of the hos- 
pitals’ program in each hospital. 

Members of the general assem- 
bly would be invited by the board 
president to visit the hospital and 
learn firsthand of its financial situ- 
ation. Doctors, nurses, and other 
members of the hospital family 
were key people in the campaign to 
acquaint community leaders with 
the need for adequate state reim- 
bursement. 

In order that the story might be 
told in a simple and concrete way, 
posters were prepared for use in 
conjunction with brief talks. The 
success of these posters led to a 
reproduction of them in_ leaflet 
form, and these leaflets were dis- 
tributed widely throughout the 
state. Gradually it became evident 
that members of the general as- 
sembly were aware of the impor- 
tance of the Hospital Bill. 

When this bill was given its 
hearing in the general assembly, a 
call was sent out for hospital trus- 
tees and members of the hospital 
auxiliaries. They came in flocks; 
and when the hearing had to be 
Postponed, they were not satisfied 
until each had buttonholed his or 
her representative. Even the gov- 
ernor’s office was invaded, and he 
in turn learned more of the hos- 
Pitals’ plight.. 

The hours given by hospital 
trustees could never have been 
purchased. All of this required 
Planning, required follow-through, 
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FOR EACH CHARITY PATIENT DAY 
THE HOSPITALS PAID THESE COSTS 
Sp 


NURSING.......... 45.56 o3 
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and required a focal point so that 
every motion could be put to full 
account. Eventually the Hospital 
Bill passed the house and senate 
on the eleventh hour of the last 
day of the regular session, and it 
was duly signed by the governor. 

Since that time a fourth and 
most important aspect in the state- 
wide program has been liaison ac- 
tivity between state agencies and 
local hospitals. This has succeeded 
in establishing a standard hospital 
billing procedure, in obtaining a 
favorable ruling from the attor- 
ney-general, in eliminating dozens 
of minor irritations and misunder- 
standings, and incidentally in in- 
creasing hospital income. 

In dollars and cents, what does 
all this add up to? Our state-wide 
program has cost the 33 hospitals 
approximately $17,000 a year. What 
have they received in return? 

For state-aided indigent cases 
that require hospitalization during 
the two years from July 1, 1949, 
to June 30, 1951, the rate of reim- 
bursement has been increased from 
$5 a day to $10. As there are ap- 
proximately 100,000 patient-days 
a year in Connecticut, this amounts 
to an increase of $500,000 a year. 
(We have been informed that the 
budget for the next biennium com- 
mencing July 1, 1951, includes a 
recommended appropriation for 
payments to hospitals for state- 
aided cases of $17 a day.) Begin- 
ning July 1, 1951, hospitals will be 
paid their individual costs for 
room, board, general nursing care, 
and routine medications and will 
be paid on a fee schedule for spe- 
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STAND FOR IT ? 


Are they legally bound to 
accept state cases for a 
third the cost of their care, ? 


nee Legally... NO 
Morally...they cannot refuse care 
to the sick, even if the cost of 


care is ruinous... | weet 














AS AN AID in their "argument," Connec- 
ticut hospitals used in conjunction with brief 
talks the posters reproduced on these pages. 
These posters were so successful that they 
were later reproduced in the form of leaf- 
lets, which were then distributed state-wide. 





45 


































































CAN THE HOSPITALS 
KEEP THIS UP ?... 


47 WOULD MEAN 


THIRD RATE CARE 


OR All ous 


diaillll | sea 


OR BoTH. 











IF THE STATE DOESNT PAY 
FOR ITS INSOLVENT SICK 


__ M0 Wl ? 





The solvent sick must pay 
in higher rates when least 
able to afford it 











\Who are the solvent sick # 








ata critical financial fs 7 
= na in family ite 3 


Je 














cial services such as _ operating 
room, x-ray, and laboratory. 

This is limited to published 
charges, but it will undoubtedly 
increase hospital income by at 
least a second $500,000. There are 
approximately 50,000 days of in- 
digerit care chargeable to the cities 
and towns of Connecticut. With the 
general assembly’s setting an ex- 
ample, this situation has altered for 
the better. Increases from these 
sources should equal at least an- 
other $500,000. 

The story would not be complete 
without a mention of our negotia- 
tions with insurance carriers for 
workmen’s compensation patients 
and with Connecticut Hospital 
Service, Inc., for Blue Cross pa- 
tients. The same cost figures were 
used, and many of the same hos- 
pital trustees and administrators 


participated in all three negotia- 
tions. What is the score here? 
Blue Cross days in Connecticut 
total approximately 500,000. In the 
first quarter of 1948, the Blue Cross 
payments for special services, 
which are on an all-inclusive basis 
in Connecticut, averaged $4.45 per 
patient day. On Jan. 1, 1949, this 
was raised to $5.35, or an annual 
increase of $450,000. In addition, 
those hospitals that could demon- 
strate increased costs during 1949 
received a retroactive adjustment 
in July 1950 totaling $165,000. 
Workmen’s compensation days 
per year in Connecticut number 
approximately 50,000. Effective 
Jan. 1, 1949, rates were increased 
to $14 a day. This represented an 
average increase of $3.50, or $185,- 
000 for the year. On May 1, 1950, a 
new agreement was reached where- 


by hospitals are reimbursed for 
workmen’s compensation patient 
care at their individual cost figure 
for inpatient service, plus 5 per 
cent in lieu of depreciation. The 
average rate now paid is $15.22, an 
increase of $1.22 over the previ- 
ous rate of $14, or $61,000 a year. 

We have not yet faced the prob- 
lem of the medically indigent not 
on welfare rolls. We have not yet 
clarified to the public the reasons 
behind present hospital charges. 
We have not yet clarified hospital 
nomenclature so that the public 
can understand what ward or 
semiprivate accommodations pro- 
vide. We have not yet completed 
our uniform accounting and re- 
porting program. But we do have 
the facilities set up on a state-wide 
basis to face these problems and to 
carry through state-wide programs. 
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The practice of friendly patient relations at 
the cashier's window is conducive to better ... 


Public relations in the business office 
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OT SO VERY LONG AGO the 

Washington Post gave con- 
siderable prominence to the story 
of an operation at a local hospital. 
The operation, a laminectomy, of- 
fered at least a ray of hope, the 
story said, for a child with hydro- 
cephalus. 

A few days later another hospi- 
tal story appeared in the Washing- 
ton Post, this one in the corner oc- 
cupied daily by the paper’s well- 
read local columnist. The column- 
ist’s wife had been booked into 
the hospital for a one-day diag- 
nostic stay. The patient was cov- 
ered by the columnist’s insurance 
policy at the Post. The columnist 
was told, politely but unequivocal- 
ly, that the policy could not be ac- 
cepted as collateral,* that he must 
pay one week of room rent in ad- 
vance, even though the expected 
stay was one day (it actually last- 
ed a week). His not insignificant 
reputation in the city apparently 
made him no better a credit risk. 
However, he was assured that if 
he could not pay, the hospital 
would care for his wife and make 
some sort of charity arrangement 
with him. 

Analyzing these two separate 
incidents, we find the hospital’s 


*Recently, Washington (D.C.) hospitals 
have agreed to accept indemnity policies 
indicating that they are becoming aware 
of this problem. 


_Mr. Hague is the former director of pub- 

lic relations at the Johns Hopkins Hospi- 

tal, Baltimore, and is now assistant city 

editor of the Washington (D.C.) Post. The 

above article is adapted from a paper he 

Presented at the United Hospital Fund of 
ew York seminar in October 1948. 
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greatest public relations triumph 
and its greatest public relations 
challenge. 

The laminectomy for hydroceph- 
alus may not be successful but it 
is just one more piece of evidence 
that the place to go when sick is 
to the modern hospital. Gone for- 
ever is the feeling that the hospital 
is the pesthouse, the place to go 
only to die. By and large we all 
grant that the American hospital 
is the true arsenal against disease, 
the place to be when we are really 
sick. This is the great public rela- 
tions triumph. 

But let the American hospital 
ask itself an approximation of the 
same question as related to its 
business practices. Does the public 
think the hospital, business-wise, 
is run (within the self-imposed 
bounds of its appointed task) as 
competently as the First National 
Bank at the corner or the tele- 
phone company? To ask the ques- 
tion, I believe, is to answer it in 
the negative. 

Hospital management has paid 
considerable attention for some 
time to what it euphemistically 
calls public relations. Despite the 
high-sounding talk in some of the 
essays on the subject, it is my feel- 
ing that what most of them want 
to talk about is press relations. 
These, it would seem to me, have 
been improved. But where more 
attention needs to be placed is on 
true public relations, and here, I 
contend, an appraisal would show 


that the greatest shortcoming is in 
the hospital’s business practice. 

The patient, it must be remem- 
bered, is not a sound judge of the 
professional care he receives. He 
does not know whether he is re- 
ceiving streptomycin or aureomy- 
cin—and he really doesn’t care. He 
appreciates that medicine is a dis- 
cipline beyond his purview, so he 
places himself completely in the 
hands of the hospital and its staff, 
assuming that the best possible 
care will be given to him. He can, 
and he will, judge those things he 
knows, especially those touching 
his palate or pocketbook. He can 
tell, without a clinical thermom- 
eter, when his coffee and eggs are 
cold. He can tell when his hospital 
bill is a nonunderstandable collec- 
tion of code symbols. In his pre- 
scription he expects mystery. He 
wants none of it on his hospital 
statement. 

As far as the patient is con- 
cerned, his point of contact with 
the hospital accounting office is the 
cashier’s window or the credit of- 
fice. It is most important that great 
care be expended on these points 
of contact. Like an iceberg, most 
of the accounting and business of- 
fice is not visible; but the success 
of the points of contact will be in 
direct ratio to the efficiency of the 
supporting force. Members of the 
accounting force must have a feel- 
ing and a realization that what 
they are doing is helping, in one 
degree or another, to determine 
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just what the public thinks of hos- 
pitals. They must understand that 
the hospital is an organization of 
many types of persons with widely 
diversified functions, all devoted 
to a single purpose: The care and 
healing of the sick. 

To the accounting department 
falls the responsibility for render- 
ing statements of hospital charges. 
Of course, many other depart- 
ments (probably all) are ‘involved 
in the procedures which lead up 
to the statement. The administra- 
tion sets the rates. The admitting 
office has the first important con- 
tact with the incoming patients, 
explaining the rates to the patient, 
making an adjustment if such is 
indicated at the outset, and ex- 
plaining the method of payment. 
Then services will be given to the 
patient for which charges must be 
made by many departments: X- 
ray, pharmacy, oxygen therapy 
and so forth. In some instances, 
there will be incidents which will 
affect the bill. 

This sketchy outline indicates 
the cooperative aspects of the 
service leading finally to the hos- 
pital bill. If there is a break-down 
in any one of these interlocking 
steps, an incorrect or improperly 
prepared statement may result, 
and the corollary of that is an un- 
happy patient, one with an unfa- 
vorable attitude toward the hospi- 
tal. Thus, it is important that the 
accounting office keep a close 
watch on each of these steps be- 
cause, insofar as they affect the 
bill, they affect the accounting 
office’s relations with the public. 

Who specifically is going to pay 
what seems to me to be within 
the province of the admitting of- 
ficer rather than the accountant 
and I think it is better from the 
public relations standpoint to 
keep it that way. By and large, 
how the bill is going to be paid 
is an accounting office function, 
with direction from the adminis- 
tration on certain basic policies 
and an occasional assist from the 
admitting officer and others. 

One rather pungent comment 
on the money methods of hospi- 
tals originated with Edward Ber- 
nays, the public relations con- 
sultant in New York, who did a 
cross-section survey on attitudes 
toward hospitals. One of his re- 
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spondents said bluntly, ‘Most pa- 
tients are not crooks. They expect 
to pay their bills in a quiet, dig- 
nified fashion, not as a ransom or 
in the spirit of being bailed out.” 


HANDLING CREDIT POLICIES 


Let us acknowledge that the 
public compares hospitals, in cer- 
tain respects, with mercantile es- 
tablishments. We are all familiar 
with the hotel-hospital compari- 
son, but I am afraid that most of 
the time is spent in saying that 
the comparison is not a valid one. 
I am not against attacking the 
error in comparison — but more 
must be done. Invalid though the 
comparison may be, the compari- 
son is made; and in most in- 

















stances it is made on rates and 
methods of payments’ because 
these are two things the general 
public is familiar with and under- 
stands. 

Hospitals should examine the 
areas of comparison and deter- 
mine whether or not, when they 
are on the unfavorable side of 
the ledger, their position should 
be corrected or is due to the re- 
sponsibilities peculiar to hospi- 
tals. If wrong, hospitals should 
remedy the fault. If right, they 
must tell the public so. 

The credit policies of most hos- 
pitals differ radically from the 
credit policies of the stores, the 
car dealers and others with 


“whom the public does business. 


On this problem, I think hospitals 
should first determine whether or 
not they can give credit along 
lines similar to mercantile com- 
panies. I know that most hospi- 
tal bills would be easier to take 
if one could take them in several 
small bites instead of one un- 
palatable mouthful. If it were 











possible, I believe it would be 
advantageous on two counts; (1) 
It would improve the public re- 
action to your business practices 
by making them similar to famil- 
iar ones, and (2) it would ease 
the financial burden of illness, 
Now, if this is not possible, then 
the public should be told the rea- 
sons why hospitals are forced to 
vary from the norm. 

Another related area of com- 
parison is in the advance pay- 
ment policy in existence in many 
hospitals, the one where the pa- 
tient receives a full week’s bill 
just after he reaches his room. 
The public says, quite under- 
standably, that a hotel asks us to 
pay for what we get after we get 
it, not before. Why doesn’t a hos- 
pital do the same? I do not know 
why not; but in those cases where 
it is deemed necessary, the deci- 
sion as to the necessity should be 
made only after an admission 
that this is a source of criticism. 
If the decision is made, then an 
explanation is in order. 

Sometimes the requirement 
could be turned into a source of 
favorable comment rather than 
constant criticism. Such could be 
the case for ward maternity pa- 
tients where a schedule of ad- 
vance payments could be ar- 
ranged, tied in with prenatal 
care, so that all or most of the 
bill was paid by the time the pa- 
tient reached the hospital for de- 
livery. This would be good medi- 
cine, good business, and good 
public relations. 

In many instances, the request 
for a cash deposit may be sound 
and be no gratuitous insult to the 
patient’s honesty. The criticism it 
engenders is not unanswerable, 
but the public will continue to 
criticize this and similar rules 
until the public knows they are 
necessary rules—necessary for 
hospitals and, in the long run, 
therefore, necessary for the pub- 
lic. The public cannot draw this 
knowledge from the air. Hospi- 
tals must supply the facts. 


CLARIFYING THE CHARGES 


I have yet to meet the person 
who really liked to pay a bill. 
Even a rarer person would be he 
who does not mind even an un- 
expected bill. Yet, almost all hos- 
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pital bills are unexpected and are 
usually large. Most people will 
want to go over them with a fine- 
tooth comb. The statement 
should be designed so that they 
can do exactly that. It should 
state all charges clearly and un- 
derstandably. It is far from suffi- 
cient that the statement be com- 
pletely clear to the person in the 
accounting office. I am more con- 
cerned with the person on the 
other side of the window. EKG 
means a good deal to hospital 
people but not much to many 
others. The usual EEG for elec- 
tro-encephalograph is even worse 
from the standpoint of the poor 
and paying public. 

Except for a routine laboratory 
charge, all x-rays, laboratory 
tests and extras should be stated 
and identifiable by the patient 
without consulting a code book. 
Hospitals that use the inclusive 
rate system have a special prob- 
lem. This rate should not go un- 
der “room and board” or “board” 
for it covers more than that. 
There should be a specific legend 
for this rate, and every patient 
should be given, on admission, a 
card or leaflet explaining the in- 
clusive rate. 


SUPPLEMENTAL BILLS 


The bill in many hospitals car- 
ries a little note at the bottom 
which tells the patient, “This bill 
does not cover extras such as x- 
rays, special laboratory tests and 
other procedures which have not 
been reported to this office to 
date. If there are such extras, a 
supplemental bill will be ren- 
dered.” This is the poorest type 
of public relations. Those phrases 
may well be a perfectly sound 
legal safeguard, but in the pa- 
tient’s mind the last bill he pays 
at the cashier’s window is his 
final bill. There are few ways to 
lose friends more surely or 
quickly than to bill him a few 
days after his return home for a 
late x-ray or a late drug order. 
Either the public should be in- 
formed clearly and_ definitely, 
probably by the cashier who ac- 
cepts the final payment in the 
hospital, that there may be sup- 
plemental bills, or there should 
not be any supplemental bills. It 
is the hospital’s responsibility to 
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devise a system which obviates 
the necessity for supplemental 
charges. 

The nursing shortage led many 
hospitals, as an inducement to spe- 
cial nurses, to take over the col- 
lection of special nursing charges. 
Some hospitals collect at least 
some of the professional fees. A 
bill which lumps hospital charges, 
special nursing charges and pro- 
fessional fees tends to give a false 
impression as to hospital costs. I 
feel that separate bills should be 
rendered, one covering the hospi- 
tal charges and detailing them, 
another covering any special nurs- 
ing service and professional fees. 
I am no accountant and the me- 
chanical problems involved in 
such a procedure might be ponder- 
ous. If this is impossible, then the 




















“NOT THIS ----- BUT THIS 





least hospitals can do for their 
own welfare is to separate under 
clear headings any special nurs- 
ing or professional fees. From the 
public relations standpoint, it is 
essential that the public know 
exactly what hospital charges are. 

The statement should show 
clearly those portions of the 
charges borne by Blue Cross or 
any other prepayment plan. On 
the other hand, we all know that 
it is often the hospital itself which 
assumes some of the patient’s fi- 
nancial burden. I feel that in such 
cases the statement should clearly 
indicate the share the hospital is 
assuming. The bill, as rendered, 
should not simply state the amount 
the patient is to pay. Full hospital 
charges should be stated and the 
hospital allowance should be in- 
dicated clearly as a hospital al- 
lowance. I believe the word ‘“ad- 
justment,” sometimes used for this 
purpose, is a poor one. “Adjust- 
ment” connotes the correction of 
an error or of crediting an ad- 





vance payment. I prefer “hospital 
allowance.” All hospitals do this 
free work. It might be very dig- 
nified to hide the hospital’s light 
under a bushel basket, but if it 
is kept under the basket long 
enough, it goes out. Hospitals are 
freely criticized for their faults. 
They should assume credit when 
credit is due them. 

When, because of unfortunate 
incidents that occur in the hospi- 
tal, it is possible that difficulty 
will arise over the hospital bill, 
that statement should clearly in- 
dicate the possibility of difficulty. 
A stamp “S.I.,” for “special inci- 
dent” could be placed on such ac- 
counts, letting the cashier know 
that there is something in this ac- 
count that does not meet the eye 
and telling her that if any dis- 
pute does develop, it must be re- 
ferred at once to higher authority. 


COURTEOUS CASHIERS 


The bill the patient pays is tre- 
mendously important. The place 
where he must pay it and the per- 
son to whom he pays it are also 
of gréat public relations import- 
ance. The efforts made in select- 
ing and training the personnel 
who man the cashier’s window 
will pay untold public relations 
dividends. The cashier must be 
chosen with an eye for those qual- 
ities that make a good receptionist. 

The cashier’s window is a pa- 
tient’s service station and should 
remain so. If at all possible, busi- 
ness at the window should be 
staggered so that delays will not 
be long. I realize that this brings 
us headlong into the discharge 
procedure of the professional staff. 
Here is what Hugh Cabot has to 
say about this: “The management 
of hospitals will have to pay more 
attention to the rightful demands 
of the patient (in regard to dis- 
charge) than to the idiosyncrasies 
of the medical staff.” 

Miscellaneous interviews must 
not be conducted at the cashier’s 
window. The rule that all financial 
conversations should be conducted 
with dignity and in privacy means 
that whenever it appears that 
there is a misunderstanding, the 
patient must be referred to the 
credit officer or an assistant. 

We must always remember that 








49 




























the hospital is still a strange and 
mysterious place to many. Every- 
thing about it is certainly extra- 
ordinary enough; but when it is 
realized that the accounting office, 
like other departments in the hos- 
pital, is dealing with people who 
are sick or close to sickness, a lack 
of understanding must be appre- 
ciated. This is where tact comes 
in. A flat ‘Well, I’m sorry, sir, but 
that’s our rule” or a curt “That’s 
what the record shows” is not go- 
ing to make friends for the hos- 
pital. 

Just one other thing on the 
cashier’s window. Putting it blunt- 
ly, most hospitals have to operate 
on the “cash on the barrelhead”’ 
basis. Bad debts will detract from 
the hospital’s ability to serve, and 
the community is the loser. But if 
hospitals must operate on such a 
basis, then the barrelhead must be 
kept available. A cashier’s office 
cannot be on a nine-to-five basis. 
It is adding hardship to hardship 
to make people take an hour or 
two off work so that they can pay 
the bill—at the hospital’s conveni- 
ence and according to its rule of 
cash on the line. Certainly, the 
window should be open during 
the evening and weekend visiting 
hours. 

The point-of-contact effects are 
far from the only impact the ac- 
counting and business offices have 
on public and community rela- 
tions. 

More and more frequently, hos- 
pitals have to go to government 
agencies to convince them that 
government should pay costs for 
the care of patients for whom gov- 
ernment has accepted responsibil- 
ity. If voluntary hospitals are to 
survive, they must identify their 
problems with the public and the 
public agencies. Such identifica- 
tion is a forlorn hope if they can- 
not show in detail what those 
p oblems are. 

The accounting and business of- 
fices touch the patient at the sen- 
sitive point of his purse and so 
they have a wonderful opportun- 
ity to win friends for the institu- 
tion and a heavy responsibility not 
to make enemies. If they make 
the most of this opportunity and 
responsibility, they will be cer- 
tainly practicing good public re- 
lations. 
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General and supervisory policies 


of the personnel department 


BOHN FEATHERSTONE 


N SETTING UP a personnel de- 
I partment at the 238-bed St. 
Vincent’s Hospital in Los Angeles, 
we decided that it should be a 
service department with only staff 
responsibility. We devised simple 
but complete forms that would 
cover the various phases of em- 
ployee relations. These forms, to- 
gether with individual record cards 
and folders for each worker, are 
not particularly new but are es- 
sential tools of the trade. 

Along with the setting up of the 
personnel department per se, an 
analysis was made of jobs and 
wages in effect within our hospital 
to determine whether the proper 
differentials existed. Once this 
study was completed, a survey was 
made of wages paid within the 
hospital field in southern Califor- 
nia, as well as in commercial and 
industrial firms. Since this original 
survey in June, two general wage 
adjustments have been made. Also 
included in our analysis was a 
comparison of such policies as va- 
cations, sick leave, holidays and 
discounts to employees on hospi- 
talization, x-ray and _ laboratory 
fees and purchase of drugs. 

Coincident with the activities 
already mentioned, our employee 
relations program was_ supple- 
mented by the issuance of a manu- 
al, in which were explained hos- 
pital benefits and policies. A system 
was inaugurated whereby an em- 
ployee may request consideration 
for transfer to another department. 
Each such application is considered 
on the basis of the individual’s 
qualifications, seniority and work 
record, as well as the work-needs 
of the departments involved. 

A service pin system was begun, 
with awards going to employees 
having three or more years of ac- 

Mr. Featherstone is director of personnel 
and public relations, St. Vincent’s Hospi- 
tal, Los Angeles. Adapted from a talk pre- 
sented to the National Executive House- 


keepers Association, Southern California 
Branch, Oct. 12, 1950. 


cumulated service. We _ started 
publication of St. Vincent’s News, 
which is issued every month and 
contains news of general interest 
to employees. We have made avail- 
able a suggestion box inviting 
ideas or comments relative to im- 
proving service to patients and 
work techniques. 

Supervision is the heart of any 
employee relations program and 
the difference between a satisfied, 
efficient working staff and one that 
is merely ‘between jobs” and, con- 
sequently, a source of trouble and 
dissatisfaction. 

Supervision is, perhaps, best 
summarized by the following axi- 
oms: 

|. Fairness and consistency in 
what is expected from employees 
as to quality and quantity of out- 
put. 

2. Clear and complete instruc- 
tions on both the “how” and “‘why” 
of an assignment. 

3. Quick praise and constructive 
criticism, letting the employees 
know that they are important to 
their supervisor and to the insti- 
tution. 

Another vital point is that of 
“availability.” Even when under 
great pressure, the supervisor 
should take time to hear the prob- 
lems—no matter how trivial—of 
her workers. She will be judged 
more by her reaction to this kind 
of situation than anything else. 
She may hold good weekly meet- 
ings and think that her staff likes 
her, but it is her handling of the 
unexpected interruptions in her 
daily routine that will win or lose 
the confidence and respect of her 
workers. 

The ability to apply the Golden 
Rule in business — particularly 
when she is in a supervisory posi- 
tion—is infinitely more important 
and effective than all the other 
personnel techniques yet devised. 


HOSPITALS 





STUDENTS MAKE physical examinations and 


simple laboratory tests under supervision. 


URING THE SUMMER of 1947 

Mount Sinai Hospital, Chi- 
cago, and the Chicago Medical 
School entered into an academic 
affiliation that was significant be- 
cause of its pioneering nature. No 
precedent for an affiliation be- 
tween a voluntary hospital, such 
as Mount Sinai, and a medical 
school without a hospital, such as 
Chicago Medical School, was known 
to exist. 


In the past decade many med- 
ical schools had experienced a 
shortage in the diversity of teaching 
patients because of the drastic cur- 
tailments of hospital indigent pa- 
tients. This had brought about 
considerable discussion of and ad- 
vocacy for using hospital paying 
patients for undergraduate teach- 
ing purposes. Of the approximately 
3,000 voluntary hospitals in the 
United States, less than 300 were 
closely associated with medical 
schools. A few of these began to 
use paying patients for teaching 
purposes with good results. 

The affiliation of Mount Sinai 
Hospital and Chicago Medical 
School provided that ail patients, 
both private and nonpaying, in the 
hospital proper and in the outpa- 
tient departments, were made avail- 
able for teaching, provided that 
there were no health hazards in- 
volved for the patient in this 
process. 

Ranking seventh in volume of 
service among Chicago hospitals, 
with 12,000 admissions per year, 
the 30-year-old Mount Sinai Hos- 
Pital is not controlled or owned 
by any medical school. Likewise 


Dr. Manheimer is director of Mount Sinai 
Hospital, Chicago, and Dr. Sheinin presi- 
dent of the Chicago Medical School. 
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AN EXPERIMENT THAT SUCCEEDED 


Voluntary hospital affiliates 


with private 


medical school 


STEPHEN MANHEIMER, M.D., AND JOHN J. SHEININ, M.D. 


the Chicago Medical School, ac- 
credited by the American Med- 
ical Association and the Associa- 
tion of American Medical Colleges, 
is neither owned nor supported by 
any church or federal, state or 
municipal agency. 

The uniqueness of this hospital- 
medical school affiliation is further 
accentuated by the fact that the 
medical staff of 300 doctors of the 
hospital is a voluntary one. Not all 
of the staff members are on the 
faculty of the school, and at least 
one-half of them are on the facul- 
ties of other schools. 

Both the hospital and school re- 
tained their separate boards, but 
each institution has one of its trus- 
tees on the board of the other as a 
voting delegate. A liaison commit- 
tee, composed of board, staff and 
administrative officers from each 
institution, is responsible for the 
implementation of the teaching 
program. 

The hospital receives no financial 
support from the school, but the 
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school employs and pays the full- 
time doctors assigned to the hos- 
pital to teach and the special tech- 
nical and administrative personnel 
required. These doctors and other 
school employees may be assigned 
for duty at the hospital only if they 
are approved by the hospital. 

The full-time teaching staff does 
not engage in private practice or 
consultations. The work of these 
physicians is supplemented by the 
actual teaching of the entire facul- 
ty of the school. Mount Sinai Hos- 
pital medical staff physicians com- 
prise approximately one-half of 
this faculty, and several of these 
hold important academic positions 
as chairmen of departments and as 
professors. The hospital provides 
classrooms, laboratories, lecture 
rooms, and lockers. 

This affiliation has been highly 
beneficial to both school and hos- 
pital, so much so that the hospital 
is arranging for additional teaching 
and research facilities for the school 
in its present building program. 
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TEACHERS EXAMINE patients with students, pointing out positive findings, omis- 
sions and mistakes. Student findings are not an official part of patient charts. 
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COMPLEX AND DEMANDING IS THE JOB OF 


Administering an Army hospital 


MAJOR GENERAL PAUL H. STREIT, MC, USA 


ALTER REED, the Army’s old- 
W ext general hospital* east of 
the Mississippi presents a unique 
problem in administration. Opened 
for service in May 1909, it was 
one part of a quadrangular unit 
planned to form a great medical 
center for the Army, and regard- 
less of its then small size, it im- 
mediately functioned as an inde- 
pendent post. 

The other three components of 
the proposed medical training cen- 
ter included the post-graduate 
Army Medical School, established 
in 1893, the Surgeon General’s li- 
brary, familiarly known as the 
Army Medical Library and the 
Army Institute of Pathology, now 
known as the Armed Forces In- 
stitute of Pathology. Both physi- 
cally and functionally the last two 





*The Post Hospital, Washington Bar- 
racks, opened in 1894. It became a tem- 
porary general hospital in 1898 and was 
relocated and renamed in 1909. 





Major General Streit is the command- 
ing general of the Army Medical Center, 
Washington, D. C 
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institutions have been closely as- 
sociated but never relocated on the 
military medical post. The eco- 
nomic as well as the clinical ad- 
vantage of such a grouping were 
obvious. 

Clinical care of the military ill 
is not only a wartime responsibil- 
ity of the Army Medical Depart- 
ment but a continuing peacetime 
economy to the Army. The variety 
of clinical material found in gen- 
eral hospitals represents not only 
therapy and rehabilitation for the 
patient but also provides the well- 
rounded professional training re- 
quired in the preparation of the 
Army physician. Thus the associa- 
tion of the Army Medical School, 
with its broad investigative pro- 
gram in military medical special- 
ties, and the hospital, with its 
wealth of clinical material, was a 
necessity. 

In 1923, the school was perma- 
nently established on the hospital 
grounds, with the regrouping 
known thereafter as the Army 





WALTER REED, the Army's oldest general 
hospital east of the Mississippi river, carries 
a tradition of service dating back to 1894. 








Medical Center. In 1939, the Gen- 
eral Dispensary, Military District 
of Washington, was adjoined to the 
hospital and staffed by personnel 
assigned to or employed by the 
Army Medical Center. 

The degree of specialization de- 
termines the fine points of organ- 
ization regardless of the special- 
ized field. From the beginning, 
the functional organization of the 
Walter Reed Army Hospital fol- 
lowed the clearly defined path- 
ways of medical organization in 
similar institutions. Professionally, 
until the late thirties when spe- 
cialist categories became more pop- 
ular, the services included medi- 
cine, surgery and nursing, the two 
former services having subsections 
as required. The chiefs of service, 
directors or responsible heads of 
the principal departments were 
carefully chosen and had direct 
access to the hospital manager, di- 
rector or, in military parlance, 
commanding officer. In the hands 
of experienced senior medical of- 
ficers, the professional operation of 
these departments was almost en- 
tirely autonomous. 


COMPLEX ADMINISTRATION 


Military hospital administration 
was and is more complex but less 
well appreciated than the more 
dramatic professional specialties. 
A multitude of behind-the-scenes 
management problems are rarely 
recognized even by fellow staff 
members. 

To begin with, there is no board 
of directors or board of managers 
with overall responsibility for 
funds and policy. The Surgeon 
General’s Office (Department of 
the Army) prescribes a medical 
doctrine, and all general hospital 
commanders are directly respon- 
sible to and dependent on that of- 
fice for fiscal appropriations and 
personnel, both civilian and mili- 
tary, to staff their institutions. No 
new construction may be under- 
taken, no major changes effected 
or permanent equipment purchased 
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without the concurrence of other 
military services such as the engi- 
neers and/or quartermaster. Pre- 
scribed specifications and stand- 
ards determine the quality and 
quantity of material. 

The procedures for hospitalizing 
any military patient require inter- 
service commitments—the Adju- 
tant General’s office in regard to 
records; the Finance Department 
for pay purposes; the Judge Ad- 
vocate General’s office for legal ac- 
tion and the Transportation Corps 
for conveyance. Although not med- 
ical, these overhead departments 
are represented at the institutional 
level by administrative divisions 
or subsections of the military 
medical command. Thus the med- 
ical commander of an independent 
station, such as the Army Medical 
Center, is comparable to the mayor 
of a small city, and he makes de- 
cisions on construction, public 
utilities, payrolls and personnel 
records in order to discharge the 
grave responsibilities involved in 
providing the complete care af- 
forded to the military patient. 

Differences in civilian and mili- 
tary hospital administration begin 
at the portals of the institution. 
The average civilian patient enters 
the hospital voluntarily; he is re- 
sponsible for his indebtedness; he 
urges early medical discharge be- 
cause of the high cost of medical 
care and/or anxiety over his job 
security. The professional staff is 
in no way responsible for his pri- 
vate life. The institution is con- 
cerned solely with therapy, which 
the patient is able to terminate on 
request. 

In military hospitals, the patient 
may or may not be admitted vol- 
untarily. When admitted he is tem- 
porarily detached from his parent 
organization and he continues to 
receive full pay for the duration 
of his illness and until it is clearly 
established that he is unfit to per- 
form his military duties. During 
the period of hospitalization he be- 
comes an administrative as well as 
a professional responsibility of the 
medical command, which, in the 
event of death and when there are 
no claimants for the body, even 
Supervises interment. In cases of 
destitute military families or hard- 
ship cases, the social situation is 
investigated and relief initiated. 
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This is the first of a series of 
three articles on the management 
problems in a military hospital. 


Militarily as well as profession- 
ally the need for accurate clin- 
ical records is an exacting require- 
ment. Each case history must be 
so clearly defined that the diagno- 
sis can be defended in a court of 
law. Boards of officers are opera- 
tive factors in the discharge, re- 
tirement or determination of in- 
dividual status before any military 
patient leaves the hospital. As in 
the case of the exacting physical! 
requirements which influence mili- 
tary acceptability, definitely pre- 
scribed physical standards control 
release from such duty. The degree 
of disability, as determined by the 
Physical Evaluation Board,* de- 
termines the amount of federal 
pension. This is a question of real 
concern to the individual patient, 
for it may represent the only 
source of future income. 

In the same manner that hospi- 


*These boards must have not less than 
five nor more than nine members. Forty 
per cent of the members must be doctors 
and the remaining 60 per cent should be 
officers senior in rank to the individual. 
When the board acts on the cases of fe- 
male personnel, one voting member of the 
board should be from one of the women’s 
branches of the service. 


tal regulations define management 
procedures, Army regulations gov- 
ern all aspects of military life for 
the sick or the well. 


UNUSUAL PROBLEMS 


Because of the preponderantly 
all-male patient census, the neces- 
sarily extended periods of military 
hospitalization and the similar so- 
cial background of the majority of 
the patients, the hospital atmos- 
phere is usually one of friendly 
hospitality and familiarity. At 
times such esprit encourages dis- 
ciplinary problems not ordinarily 
found in civilian institutions. 
Drunkenness, violation of regula- 
tions and some social infractions 
are punishable. Thus an independ- 
ent medical command must main- 
tain an adequate military police 
force and operate a detention ward 
or temporary prison. 

Administration of the Walter 
Reed Army Hospital is closely in- 
terlocked with the Army Med- 
ical Center. A senior medical of- 
ficer serves as deputy post com- 
mander and first administrative 
assistant, but the executive officer 
of the hospital, likewise a physi- 
cian, is an assistant hospital man- 
ager only. The housekeeping func- 
tions and personnel allotments of 
and to the various sub-organiza- 
tions of the Army Medical Center 


THE ARMY MEDICAL SCHOOL is noted for its investigative program in military med- 
ical specialties. This institution is part of the Army Medical Center in Washington. 













































are separate, but the administra- 
tive divisions, technical staffs and 
services function for all component 
activities. 

In addition to the hospital and 
Army Medical School, the Army 
Medical Center maintains a nurses’ 
residence, some housing for mar- 
ried personnel, barracks, a non- 
sectarian chapel, a commissary 
sales store, an army exchange, a 
bakery, a laundry, a theatre, two 
swimming pools, a gymnasium, a 
greenhouse, an automobile station 
and its own fire department. 

A singular difference in civilian 
and military hospital administra- 
tion pertains to employment. Doc- 
tors, female nurses, physiothera- 
pists and occupational therapists 
have military rank. Civil service 
regulations and job descriptions 
control the employment of clerical 
assistants, civilian ward attend- 
ants, custodial and maintenance 
help. 

A third group is the troop com- 
mand, or detachment, which in- 
cludes both enlisted men and 
women, some of whom are highly 
trained technicians. All of the ob- 


ligations of other military com- 
mands must be discharged for this 
group, i.e., shelter, food service, is- 
sue of clothing, pay, leave and 
furloughs, disease control and 
training instruction in compliance 
with general military require- 
ments. Thus there is a necessary 
intermingling of the civilian and 
military groups. Employment of 
three distinct categories — officer, 
enlisted and civilian—not only in- 
creases the management problems 
but requires skillful handling of 
morale problems. 

As a consequence of organiza- 
tional ties to the department of 
the Army, requests for an increase 


of any personnel category, either 


military or civilian, require care- 
fully substantiated justification 
bases on workload studies. For ar- 
bitrary determinants, a percent- 
age-wise Army hospitalization 
rate, monthly vital statistics or an 
established ratio of doctors and 
nurses to a given number of hos- 
pital beds are the usual factors de- 
termining personnel-to-patient ra- 
tios at the operating level. 

Fiscal matters are determined by 





Congress. An arbitrary cut when 
pro-rated or ‘‘passed down the 
line” brings repercussions—criti- 
cism from the patient accustomed 
to special services or complaint 
from the laborer who finds his 
work load increased. In general, 
satisfactory patient care can be 
provided with a ratio of one and 
one half employees to one patient 
and still provide the numerous 
time-consuming but inconspicuous 
services offered by any well-run 
institution. 

The military patient, whether at 
Walter Reed or at any other Army 
general hospital, is in an unusually 
privileged position. As both a pub- 
lic servant and public responsibil- 
ity he receives the unhurried best 
in medical care. 

The military hospital command- 
er, on the other hand, is not only 
a public servant but carries an ad- 
ministrative burden unique by any 
standard. The detailed manage- 
ment problems are more complex, 
more frequent and more demand- 
ing than can be surmised from the 
institution’s smoothly running ef- 
ficient service. 


CARRYING a burden unique in hospital management, Walter Reed's administrator faces a multitude of behind-the-scenes problems. 


_ ARMY MEDICAL CENTER 
WALTER REED GENERAL HOSPITAL 
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Telecasts offer hospitals 


a mass teaching medium 


Accurate and vivid instruction of medical 
graduate and undergraduate classes is pos- 
sible with the advent of color television. 


KENNETH B. BABCOCK, M.D. 


HE FIRST complete postgraduate 

medical teaching seminar in 
color television was projected from 
one of the operating room suites of 
the Grace Hospital, Detroit, on 
Nov. 15 and 16, 1950. The pictures, 
in full color, were beamed from 
an antenna atop the Grace Hospi- 
tal to another antenna on the roof 
of the Masonic Temple two miles 
away and relayed downstairs to 
more than 500 physicians sitting 
in front of 15 special color televi- 
sion sets in a large ballroom. 

The hospital cooperated in the 
venture with Wayne University 
College of Medicine, the Wayne 
County Medical Society and the 
Detroit Academy of General Prac- 
tice. Technical sponsorship was by 


_. 


mad) Babcock is director of the Grace 
Ospital, Detroit, Mich. 
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a pharmaceutical manufacturer and 
a national radio network. 

The diagrammatic sketch shown 
illustrates the five steps in the 
procedure. 

1. The surgeon performs the op- 
eration under a bank of powerful 
lights. Fluorescent lights are used 
because they generate much less 
heat than kleig lights. 

2. Television camera of a crane 
type looks down on operation or 
on the patient. The camera is light 
in weight, easily moved, and re- 
quires a minimum of adjustment, 
which makes it ideal when space is 
at a premium. : 

3. The picture picked up by the 
camera lens goes into the monitor, 
or in our case, an anesthesia room 
used as the monitoring room. Here 
the electronic technician adjusts 


picture density, focus and size and 
keeps tab on the sound. 

4. From the parabolic antenna 
on the roof of the Grace Hospital, 
the picture signal is beamed direc- 
tionally to another antenna atop 
Masonic Temple in what is known 
as a microwave radio link. Sound 
goes over telephone lines leased 
from the Bell Telephone Company. 

5. After the signal reaches Ma- 
sonic Temple it is directed into 15 
special color television sets. What 
the camera sees, the physicians 
see. In effect, it brings the physi- 
cian into the operating room. 

Special telecasts of specific oper- 
ations had been performed before. 
Our problem was that, except for 
a luncheon intermission, two days 
of almost continuous program had 
to be presented. This was accom- 
plished by using a suite of three 
operating rooms. 

One operating room was used 
for “dry” clinics only. The other 
two for the “wet” or actual oper- 
ative clinics. As an example, the 
first hour was on hernias. Five am- 
bulatory patients, typical of the 
commonest types of hernia, were 
demonstrated in the “dry” room. 
Anatomy and diagnostic features 
were well presented. In the mean- 
time, an actual herniotomy was be- 
ing performed in the next room. 
The operation had proceeded to 
such a stage that at the finish of 
the “dry” cases, the camera was 
wheeled into the second room and 
the essential features of a classical 
operation were demonstrated. 

In the interim, the “dry”? room 
was being made ready for breast 
tumor patients and in the third 
operating room the breast opera- 
tive patient prepared. Operative 
closing time and procedures make 
two “wet” rooms a necessity. With 
this arrangement, a perfect con- 
tinuity of programs was kept up. 
Other discourses were on neuro- 
surgery, restoring crippled hands, 
lame backs, proper use of local 
anesthesia and skin disorders. 

With this new technique, the 
camera can swing from doctor to 
patient, from chart to x-ray pro- 
jection. It is a wonderful teaching 
medium. Many can see well where 
previously only a few could actu- 
ally be permitted in an operating 
room. The beauty of color televi- 
sion is that it gives a sense and 
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perception of depth. This ability to 
show the viewer the operation in 
three dimensions is very important 
in teaching. 

Dr. Gordon Scott, dean of Wayne 
Medical School, has stated, “Since 
the close of World War II and the 
return of physicians from the 
armed services, medical schools 
have been faced with the task of 
providing graduate education far 
in excess of their capacity to do 
so. Our experience is that the de- 
mand for graduate medical edu- 
cation is increasing. It is now clear 
that we must use techniques of 
mass education.” 

The average hospital trustee, 
administrator and staff physician 
wants to know immediately what 
the cost is and if the procedure is 
practical. A complete television 
set-up of camera, monitor, anten- 
na, receivers and other technical 
equipment costs nearly $150,000. 
This defintely is not practical for 
the average general hospital. In 
our own case, it had no bearing. 
All technical services and equip- 
ment were contributed for the two 
day project through the sponsor- 
ship of a pharmaceutical manufac- 
turer. Our only loss was that of 
operating room income from the 
use of the three rooms. 

Wherein, then, is it practical— 
and how? It is envisioned that this 
complete set-up could be utilized 
for mass teaching by universities 
and colleges. Perhaps once a week 
a one-hour televised medical pre- 
sentation could be beamed to all 
surrounding hospitals and medical 
societies. A receiving television 
cabinet costing only four or five 
hundred dollars would be the only 
necessary expense for each indi- 
vidual hospital or society. It would 
dispense with traveling long dis- 
tances to the medical center hoping 
to get close enough to see only a 
little bit. Television would give the 
physician a clear comfortable view 
of what he wanted to see. In under- 
graduate medical school teaching, 
a clear cut view of an anatomy 
dissection or physiology problem 
could be presented, thus foregoing 
the problem of 60 or more stu- 
dents craning their necks around a 
demonstration table. Other schools, 
especially engineering, could use 
it.similarly for teaching. It has tre- 
mendous possibilities. 


56 











Accident 
Handbook 


«« ~ CCIDENT HANDBOOK,” Boston 
Children’s Medical Center’s 
public relations through printed 
media, has had an astounding re- 
ception, not only regionally but 
also'nationally, in the press and on 
the radio. Furthermore, it has led 
to the preparation of a similar 
booklet on atomic warfare. 

“Apparently in devising this 
handbook, we stumbled upon what 
seems to be a pretty good mouse- 
trap,” states Dr. Guy M. Brugler, 
administrator. ‘““We have had in- 
quiries from national concerns 
that, if they were to materialize, 
would involve a distribution of 
some astronomical number, the 
smallest figure mentioned being an 
order for 1,000,000 copies.” 

Compiled by members of the 
staff of the Children’s Hospital, 
this 20-page booklet serves as a 
guide to the elimination of possible 
hazards in the home and offers im- 
mediate help in the handling of 
accidental injuries. It is not an 
extensive first aid book but rather 
a brief summary of what to do and 
not to do until skilled help arrives. 
Subjects covered are head injuries, 
burns, poisons, cuts, fractures, 
bites and convulsions. 

This home accident guide is 37% 
x 7% inches in size and is printed 
in red and black. Each page is at- 
tractively illustrated with an ap- 
propriate sketch. The _ subject- 
tabbed page edges assure speedy 
finding of directions in an emer- 
gency. The booklet is punched and 
threaded with red string so that 
it may be hung in an accessible 
place—preferably with the tele- 
phone directory — where anyone 
will see it. 

The “Accident Handbook” was 
developed by the hospital’s director 
of public relations as a public serv- 
ice. Several staff members parti- 
cipated in the compilation of the 
contents. 
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Of the initial printing of 100,000 
copies, 75,000 were taken imme- 
diately by a large milk distribut- 
ing firm to be left by its delivery 
men at every customer’s door; 
6,500 by a large insurance com- 
pany for its employees; and a large 
number by the police force. Also, 
the hospital’s women’s committee, 
with numerous small orders of 
from 25 to 100, gave wide cover- 
age of the community. 

The milk company ordered a 
large portion of the second print- 
ing of 100,000, and another local 
concern is taking 10,000. Some dis- 
tributors were allowed to imprint 
or stamp their credit line. 

“As a by-product from this ef- 
fort comes public attention from 
an entirely different field,” says 


. Dr. Brugler. ‘‘The success in prep- 


aration of this pamphlet and its 
ready public acceptance caused the 
local civilian defense people to 
consult us with reference to the 
preparation of a somewhat similar 
manual that will brief the popu- 
lace as to atomic warfare. We have, 
naturally, cooperated fully in this 
enterprise.. Out of this ‘outside ac- 
tivity’ comes a nice acknowledg- 
ment in the pamphlet itself that 
does the institution no harm from 
the standpoint of public recogni- 
tion as a service agency.” 
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PEDIATRICIANS AND AGENCIES STUDY 


Special units vs. hospitals 


for the care of children 


HE HOSPITAL CARE of children 
DD hares many of the character- 
istics of the practice of pediatrics 
as a medical specialty. Pediatrics 
is unique in that it represents gen- 
eral preventive and curative medi- 
cine practiced within an age group 
as opposed to other specialties that 
consist of techniques usually di- 
rected at a physiologic or anatomic 
organ system. The peculiarities of 
both pediatrics and hospitalization 
for children are largely dictated by 
the important and variable factors 
of immaturity, growth, and devel- 
opment. 


TREND OF CARE 


Early in the growth of the hos- 
pital movement, children custom- 
arily received hospital care in fa- 
cilities interchangeable with adults. 
It is now generally agreed that 
psychological, as well as physical 
considerations involving pediatric, 
diagnostic and therapeutic tech- 
niques and the omnipresent dan- 
gers of cross infection make sep- 
arate facilities for children largely 
desirable, if not absolutely neces- 
sary, in all but the smallest hospi- 
tal. 

Nevertheless, at the present 
time three out of 10 children ad- 
mitted to hospitals still occupy ac- 
commodations also used for adult 
patients. It is true that this situa- 


This article was prepared under the joint 
authorship of Dr. Glidden L. Brooks and 
Dr. John P. Hubbard, associate director 
and director, respectively, of the American 
Academy of Pediatrics, Philadelphia; 
Maryland Y. Pennell, bio-statistician, divi- 
Sion of public health methods, U. S. Public 
Health Service, Federal Security Agency, 
Washington, D.C.; and Dr. Katherine Bain, 
director, division of research in child 
health, Children’s Bureau, Federal Secur- 
ity Agency, Washington, D. C.—American 
Academy of Pediatrics Committee for the 
Improvement of Child Health. 
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tion is sometimes one of necessity 
and expediency, dictated by the 
size of the units. A small hospital 
with less than 25 beds obviously 
cannot, under usual circumstances, 
efficiently maintain a separate unit 
permanently restricted to the use 
of children. 

The status of hospital care of 
children in the United States was 
part of the recently completed 
study of child health services con- 
ducted by the American Academy 
of Pediatrics with the cooperation 
of the U. S. Public Health Service 
and the U. S. Children’s Bureau. 

During the study year (1946) 
there were 1,850,000 child admis- 
sions to general hospitals in the 
United States. Since we are con- 
cerned here with comparing pedi- 
atric units of general hospitals with 
administratively independent chil- 
dren’s hospitals, we have selected 
for consideration only those 549 
hospitals that had pediatric units 
of 25 or more beds. These hospi- 
tals, together with the 36 chil- 
dren’s hospitals, accounted for 800,- 
000, or 43 per cent of all child 
admissions. 


CLASSIFICATION 


Hospitals were classified as chil- 
dren’s hospitals only if adminis- 
tratively independent and pro- 
viding general pediatric care. In 
following this classification, it is 
recognized . that frequently the 
pediatric unit of a general hospital 
or a general hospital group is so 
large or distinctive that it is usu- 
ally thought of as a separate chil- 
dren’s hospital. 

Individuals working in the field 
of child care are frequently asked 


what percentage of hospital beds 
should be set aside for children 
in planning hospital facilities for 
a community. It must be recog- 
nized that there is no single an- 
swer to that question since there 
are such conditions as the size 
and wealth of the community, the 
number and special training of its 
doctors, the nature of the popula- 
tion, and the existence of nearby 
children’s hospitals. Numerous 
other local conditions and customs 
may cause this percentage to vary 
widely from community to com- 
munity. Nevertheless, it is of in- 
terest that general hospitals with 
pediatric units of at least 25 beds 
allocate about 14 per cent of their 
total beds to children. 


STATISTICS 


The 585 hospitals under consid- 
eration admit about 2,200 patients 
a day to their pediatric units, and 
on any one day there are approxi- 
mately 21,000 children being cared 
for in these hospitals. In this group 
of larger institutions with sepa- 
rate pediatric units, presumably 
equipped to provide more complex 
and diversified care, the average 
length of stay was 10.5 days in 
pediatric hospitals and 9.3 days 
in pediatric units. The average 
length of stay for children in all 
general hospitals, large and small, 
reported during the study was 7.0 
days.} 

The Commission on Hospital 
Care, from data collected in 1946, 
found that the average length of 
stay for all patients in general hos- 
pitals was 9.0 days.” It is frequent- 
ly assumed that children stay in 
hospitals longer than adults. Al- 
though there are some statistical 
discrepancies between methods 
employed in interpretation of the 
two sets of data, from these fig- 
ures the generalization appears 
justified that the length of stay 
for children in hospitals does not 
exceed that of adult patients. 


QUALITY OF CARE 


It is recognized that the quality 
of hospital care is difficult to meas- 
ure. An effort was made, however, 
to obtain answers to certain ob- 
jective questions that would pro- 
vide a few indices upon which 
inferences as to quality might be 
based. 
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The outstanding finding is the 
unfavorable position of the small 
pediatric hospitals. It is evident 
that in the small separate pediat- 
ric hospitals of less than 50-bed 
capacity, services are generally in- 
adequate and incomplete in com- 
parison with pediatric units of the 
same size or with the larger sepa- 
rate pediatric hospitals. Although 
the total number of these hospi- 
tals is small, it is significant that 
they lack many of the services that 
are essential to good, modern hos- 
pital care. 


FACILITIES 


The larger units usually provide 
more services and employ better 
techniques of child care. Almost 
all of the larger hospitals with 
pediatric units and the pediatric 
hospitals have active outpatient 
departments. This is attributable 
to the metropolitan location of the 
majority of these hospitals. The 
advantages of a social service de- 
partment are more generally avail- 
able in general hospitals with 
large pediatric units. The smaller 
children’s hospitals are in an un- 
favorable situation in respect to 
such basic service items as die- 
tary and laboratory services. It is 
rather startling to note that two 
of the 14 largest children’s hos- 
pitals reported that they lacked 
access to an _ electrocardiograph, 
which represents a basic and es- 
sential service in modern pediatric 
care. The large children’s hospi- 


tals, in general, appear more suc- 
cessful in establishing small nurs- 
ing units and in having separate 
wards for infants. 


TECHNIQUES AND EQUIPMENT 


It is admittedly difficult to as- 
sess in a statistical manner the 
quality of hospital care. It is not- 
able, however, that in strictly pe- 
diatric techniques, such as the pro- 
vision of individual thermometers 
and other equipment for each pa- 
tient and the practice of having 
infants held while fed (as opposed 
to “bottle-propping’”’), the chil- 
dren’s hospitals definitely take the 
lead, whereas in the general re- 
quirements of routine laboratory 
procedures the general hospital is 
doing a better job. 

Some data as to cross-infections 
developing from cases of primary 
scarlet fever, whooping cough, 
measles, diphtheria, mumps, or 
chicken pox occurring in hospitals 
were collected, but they were of 
limited value. It is obvious that 
children in smaller units have less 
opportunity for such cross-infec- 
tion. It is also apparent that mod- 
ern isolation techniques and ad- 
mission policies have failed to 
solve this problem, since more than 
one-third of the hospitals reported 
the occurrence of cross-infection. 


AGE LIMITS 


Four-fifths of the hospitals main- 
tain wards for infants (other than 
the newborn). They show consid- 
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Beds and admissions on pediatric services 


erable variation in regard to the 
arbitrary age limit used to sepa- 
rate infants from older childre: 
for purposes of hospital care. Prac- 
tice is about evenly divided be- 
tween the use of one year and two 
years, except for a group of 17 
per cent who have selected the 
18-month level. Pediatric hospitals 
tend to favor the two-year level! 
over either the one-year or 18- 
month dividing line. The general 
hospitals with small pediatric units 
tend to use one year, whereas the 
larger units favor two years. 


‘MAXIMUM VARIES 


So far as upper age limit for 
the pediatric unit is concerned, the 
tendency is for medium- and large- 
size pediatric units of general hos- 
pitals to designate 12 years as the 
upper limit of eligibility for pe- 
diatric care. A slightly higher per- 
centage of hospitals having pedi- 
atric units of 25 to 49 beds ac- 
cepts 14 years; the same is true 
for the pediatric hospitals. It is 
noteworthy that whereas only 4 
per cent of general hospitals ad- 
mit children as old as 16 years to 
the pediatric wards, 22 per cent 
of pediatric hospitals admit these 
older children. These latter figures 
are of interest in view of the cur- 
rent and growing belief that the 
field of pediatrics should include 
the adolescent child. It is also ob- 
vious that the pediatric hospital 
tends to keep the child as he grows 
older since there is no adult ward 
in the same institution where con- 
tinuity of care might be obtained. 

Only about one-fourth of the 
hospitals had assigned a_ specific 
number of beds to various cate- 
gories of patients. In these hospi- 
tals an average of 38 per cent of 


Beds for Children Patient-days 
No. of Totalno. children admitted _ per child 
hospitals of beds No. % inlyr. admission 


children’s beds were allotted to 
general medical patients, 37 per 
cent to surgical cases, 13 per cent 
to infants and 7 per cent to con- 
tagious, the other 5 per cent being 
unassigned. There was little varia- 
tion in these proportions in hos- 
pitals of different size groups. 

If one seeks examples of the best 
in modern hospital care for chil- 
dren, one naturally scrutinizes the 
nation’s large children’s hospitals 
and the larger pediatric units of 
general hospitals. Geographically 
the distribution of these small 
units follows rather closely the 


Size of 
pediatric unit 
or hospital 


Pediatric units of 


general hospitals 195,290 27,103 13.9 707,547 9.3 





103,855 13,719 
52,219 7,329 = 14.0 
39,216 6055 15.4 


13.2. 437,363 6.9 
164,011 10.5 
106,173 17.6 


25-49 children's beds 404 
50-99 beds 

100 or more beds.... 
4,014 


4,014 100.0 96,175 10.8 


Pediatric hospitals . 





25-49 beds* . ; 9 308 308 100.0 5,631 
50-99 beds - a 13 996 996 100.0 22,251 
100 or more beds 14 2,710 2,710 100.0 68,293 


*Includes one hospital with only 13 beds 
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pattern of concentration of wealth 
and population. All but two of the 
100-or-more-bed pediatric depart- 
ments of general hospitals are to 
be found in the same metropolitan 
center as a medical school. Each 
of the 14 large children’s hospi- 
tals included in the study are ap- 
proved for pediatric residency 
training; only two of the 32 large 
pediatric units of general hospi- 
tals are not approved. 

From the foregoing description 
of hospital care for children as 
furnished by what might be called 
‘pediatric centers,’ large and 
small, in the United States, cer- 
tain generalizations seem justifi- 
able. 


MERGING OF HOSPITALS 


In considering the problem of 
whether administrative autonomy 
is an asset or a liability for chil- 
dren’s hospitals, there are many 
points on both sides of the ques- 
tion that cannot be answered cate- 
gorically and that are conditioned 
by local circumstances. Certainly 
the data raise serious question as 
to the usefulness of the small (less 
than 50 beds) children’s hospital 
as a separate unit since it is ap- 
parently not large enough to main- 
tain effectively the services that 
comprise good hospital care for 
children. By merging with a gen- 
eral hospital, it in no way impairs 
its function, and it can obtain ac- 
cess to essential services and fa- 
cilities on an economically sound 
basis. Even larger pediatric hos- 
pitals have found it advantageous 
to seek association with general 
institutions, and they still have 
been able to preserve their integ- 
rity from a professional point of 
view. 

The larger pediatric units and 
children’s hospitals are comparable 
in function to the pediatricians, 
the men who staff them. They are 
providing, simultaneously, general 
hospital care for children and 
Special “‘consultative’”’ services de- 
signed to cope with the more com- 
plex special problems of an age 
group. The latter function is apt 
to be better developed in the 
larger units. This, from many as- 
pects, seems desirable. 

If better distribution of quality 
of hospital care is to be obtained, 
however, consideration must be 
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given to the further development 
of many of the more complex di- 
agnostic and therapeutic functions 
in the smaller units (25 to 49 beds) 
that care for most of the children. 
Because it is desirable that chil- 
dren should receive maximum pro- 
tection at or near home, the abil- 
ity of a community hospital to 
care for its children should be 
brought to its utmost logical po- 
tential. Since it appears reason- 
able for a general hospital to allo- 
cate between 12 and 15 per cent 
of its available beds to children, 
any hospital of 50 or more beds 
should have a pediatric unit per- 
manently set aside for children, 
unless such service is provided 
elsewhere in the community. 

As a basis for planning, a gen- 
eral hospital might consider an 
allocation of 15 per cent of its 
beds for children, raising or low- 
ering the proportion in accordance 
with local conditions. Hospitals of 
smaller size may have difficulty 
in providing entirely separate ac- 
commodations reserved for chil- 
dren since units of less than five 
beds are neither sensible nor eco- 
nomical. Nevertheless, the estab- 
lishment of sound hospital tech- 
niques for the care of children is 
indicated in even the smaller in- 
stitution. The pediatrician, like 
any other specialist, is most likely 
to practice in the location where, 
economic factors being equal or 
nearly so, tools are provided for 
him. 


ACCOMMODATIONS 


The provision of accommodation 
for children must include separ- 
ate rooms or wards set aside for 
infants. One-fifth of all hospitals 
having 25-or-more-bed pediatric 
units have not yet adopted this 
practice. Although specific infor- 
mation is not available from the 
study, it should be pointed out 
that smaller wards (of one to 
four beds) make a more flexible 
service by allowing effective sepa- 
ration of infectious patients and 
other patients requiring special 
care. Such facilities also permit 
more opportunity for mothers to 
stay with their children. 

The failure of any hospital large 
enough to support 25 or more beds 
for children to meet most or all 
of the rather simple and _ basic 


standards represents a definite and 
remediable gap in child health 
services. The need for more effec- 
tive and generally accepted stand- 


vards for hospital care for children 


still exists. 
CARE OF ADOLESCENTS 


In at least the larger hospitals, 
both children’s and general, more 
consideration should be given to 
the adolescent. Whether or not he 
is cared for by the pediatric staff, 
the adolescent represents an age 
group with special characteristics 
that make ideal hospital care im- 
practical either in children’s or 
adult wards. As increasing med- 
ical recognition is given to these 
characteristics, there will be a 
greater demand for hospital fa- 
cilities especially designed for this 
age group. 


PEDIATRIC TRAINING 

As pediatric units are developed, 
increasing emphasis should be 
placed upon their use as training 
grounds for young physicians, Out- 
standing among the findings of the 
study was the need for more grad- 
uate and postgraduate training in 
pediatrics for physicians caring for 
children, both pediatricians and 


general practitioners. Whereas it 


is desirable that pediatric resi- 
dency training be strengthened 
and broadened by such devices as 
decentralization of pediatric edu- 
cation, it is also of prime im- 
portance that intern training on 
pediatric services be not only im- 
proved but also made more gen- 
erally available. 

The growing concept of a resi- 
dency designed to equip the physi- 
cians for the general practice of 
medicine requires especial atten- 
tion to pediatrics. Such residencies 
promise a reciprocal opportunity 
for small and medium-sized pedi- 
atric units to discharge more ef- 
fectively the teaching obligation 
that is the inherent responsibility 
of any hospital large enough to 
allocate 25 or more beds for chil- 
dren. 
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Alberta pioneers 

WITH war threatening, Congress is not likely 
to think much about a nationwide plan whereby 
governments may help with a better distribution 
of medical and hospital services, but the issue will 
return as surely as a state of peace returns. A 
national emergency, with or without actual war- 
fare, can hardly be expected to solve this problem, 
and so it may be assumed that someday the search 
will be resumed for a suitable alternative to fed- 
eral compulsory health insurance. 

Against that day, an article in this issue of 
HospiTaLs makes useful reading. The province of 
Alberta is well along in building an unusual kind 
of hospitalization insurance program. It is care- 
fully designed to produce a maximum of service 
with a minimum of hazard to the freedoms which 
centralized authority and compulsion inevitably 
place in danger. 

The goal in Alberta is to provide all citizens with 
all the hospital service they need at a direct cost 
to them of one dollar a day, to pay hospitals the 
rest of their operating costs with tax money, and 
to retain complete local autonomy while doing so. 
The dollar-a-day direct charge to patients, not only 
helps with the financial load, but it also holds in 
check those costly traits of human weakness, 
hypochondria and malingering. 

Alberta’s long range experiment can hardly be 
looked upon as a perfect trial run for a plan that 
might serve the whole United States, for admin- 
istrative problems multiply out of proportion as 
the magnitude of such an operation increases. It 
is nevertheless cut to the pattern of several non- 
compulsory programs advocated for this country, 
hence it is a development worth watching and 
encouraging. 


Road to solvency 


SEVERAL STATE hospital associations are currently 
discussing the possibilities of setting up a central 
office and hiring a fulltime staff. Such discussions 
are not new, but the circumstances of 1951 make 
them somewhat more urgent. 

Once upon a time some honest doubt could be 
raised about the need—doubt whether a fulltime 
staff could keep itself usefully occupied—and al- 
ways there was a question of justifying the 
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expense. Dues collected by a majority of state 
associations could not support a central office, and 
steadily rising costs have seemed to make this 
barrier more and more formidable. 

But all doubt about the wisdom of proceeding 
to reorganize effectively should be resolved for 
anyone who reads the article on page 43 of this 
issue of HospirTa.s. It is a report on the Connec- 
ticut Hospital Association’s chief activity for the 
last three years. 

Members of the Connecticut association did not 
start by weighing the pros and cons of hiring a 
staff. They started with a realization that volun- 
tary hospitals in their state would have to collect 
the costs of caring for indigent patients if they 
were to survive. They surveyed the size of job to 
be done, raised the necessary expense money by 
self-assessment, and went to work. 

The Connecticut story is only incidentally an 
outline of how state associations can make them- 
selves more effective. It is essentially a report on 
the almost fantastic dividends now being returned 
on a $17,000 budget for full scale operations. The 
34 general hospitals in Connecticut have reason to 
expect an annual increase in revenues of more 
than $2,000,000 for the care of contract patients 
because, through proper organization, they have 
developed an accepted system of uniform ac- 
counting and have sold the idea that they are 
entitled to their costs. 

This problem of collecting costs for the care of 
indigent and other contract patients exists in every 
state, and it probably can be solved in every state. 
At least a few state hospital associations already 
have set out to follow the example in Connecticut, 
and certainly all should try. It would be hard to 
find either a more valuable membership service 
or a more convincing reason for financing a head- 
quarters office. 


A form of persecution? 


FIVE OF SEVEN JUDGES in the New York Court of 
Appeals have confirmed a lower court decision in 
the Santos case which is startling in its implica- 
tions. 

On her physician’s orders, a maternity patient 
was given freedom to walk about the labor room. 
There was nothing in her history or behavior to 
suggest that she might attempt suicide. The nurse 
in attendance, however, turned her back to answer 
a telephone, the patient jumped to her death 
through a window, and the hospital was held liable 
to the extent of $40,000. 

This hospital was considered negligent because 
it did not have guardrails or locks on the windows, 
nor was the patient under uninterrupted supervi- 
sion. Against this, it was argued, futilely, that the 
locking or barring of labor room windows was 
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neither a requirement nor a custom and that it 
was entirely proper for the nurse to answer the 
telephone. 

Here is an.implication the hospital may have 
to bar the windows which are accessible to all 
patients “irrespective of any prior indication of 
mental disturbance,” or to provide all patients with 
round-the-clock personal attention. To bar all win- 
dows, of course, could have serious implications 
in a general hospital. And there are neither enough 
nurses nor enough money to hire them for the 
constant personal attention prescribed. 

The Hospital Association of New York State 
and the Greater New York Hospital Association, 
with Emanuel Hayt as counsel, entered this case 
and contended: 

“The new doctrine of unqualified liability as an 
insurer .. . will make it impossible for hospitals 
to secure liability insurance ... (which will) im- 
peril the very existence of all voluntary and pri- 
vate hospitals in this state ... Any rule of law 
which is oppressive to these institutions and en- 
dangers their ability to function is contrary to the 
public interest.” 


Panhandling vs. fund raising 

A LETTER has been forwarded to the office of 
HOSPITALS, which, when processed to remove iden- 
tification and to conserve space, reads as follows: 

“Our records show that in the last fiscal year 
our hospital spent $....... for your goods (or 
services). When you multiply this annual outlay 
by the number of years we have been in opera- 
tion, the total amount is indeed impressive. I am 
appealing to you now for a gift of $5,000 payable 
over three years to help us with our building plan. 
I am prepared to hear that this would be incon- 
sistent with your policy, that if you give to one 
hospital, you should give to all, etc. If you can- 
not give money, we are prepared to receive a 
generous gift in kind, or a gift of goods.” 

Such letters from hospitals to business houses 
that supply hospitals are still fairly common 
despite all that has been said and written on the 
subject. The practice is so short-sighted, undigni- 
fied and unethical that it must be looked upon as 
springing from innocence, not from a disinterest 
in respectability which the appearances might 
suggest. This recitation, then, is for the innocent: 

Why is it short-sighted? Because the ultimate 
result is higher costs to the patient. To fulfill all 
such requests, a company could maintain the nec- 
essary slush fund only by raising its margin of 
profit. 

Why is it undignified? Because the public today 
expects a hospital to discharge its responsibilities 
in an orderly way, and this includes the raising of 
funds. No matter how justifiably he is dependent, 


FEBRUARY 1951, VOL. 25 


and no matter how badly he needs the money, a 
panhandler still looks like a panhandler, and that 
is not the way a hospital should look. It is no 
happenstance that most hospitals suppress any 
momentary impulse to flag down all passersby 
who look prosperous and instead turn to their own 
communities for the support to which they are 
entitled in exchange for good community service. 

Why is it unethical? Because a hospital places 
itself in the position of extracting money under an 
implied threat of punishment. The implication 
cannot be avoided that, unless a solicited company 
responds, its sales will suffer. These circumstances 
are very much the same as those in which a city 
shopkeeper’s windows will not be broken if he 
will pay protection money to persons who have 
no compunction against breaking shop windows. 


While it is fresh, please 

ONE HOSPITAL accountant wrote to another hos- 
pital accountant to test out an idea for promoting 
local uniformity in statistics reporting. 

The second accountant replied, endorsing the 
idea and incidentally asking whether the first 
accountant had read an article on the same sub- 
ject in HosprIrALs some months earlier. The first 
accountant then answered in part as follows: 

“We do get a copy of: HospirTa.s, but by the time 
the superintendent has read it, it is old news and 
I neglect to read it, although I should.” 

The editors of HosPITALs would like to construe 
this as a compliment. They would like to accept 
it as evidence that their editorial product is so 
pertinent and absorbing that administrators can- 
not bear to let loose until they have read it from 
cover to cover. 

While such is a goal of editing, and while this 
goal may be approached on occasion, it is quite 
possible that the administrator referred to above 
simply procrastinated or forgot—forgot that his 
accountant might want, and probably could turn 
to the hospital’s advantage, prompt access to this 
journal. 

To promote good hospital administration in all 
its component phases, HospiTats is edited with 
department heads prominently in mind, and in 
periodical literature of any kind freshness has 
a peculiar value. A dentist’s waiting patient in- 
stinctively shuffles through the pile of magazines 
in search of a late issue, even though he may not 
have read any of them. 

Presumably all administrators realize that oper- 
ating efficiency depends in large part on a well- 
read staff of department heads, but how many 
forget to make the reading of technical literature 
easy? How many department heads could say: “I 
would like to read Hospirats regularly, but the 
administrator doesn’t give me a decent chance’? 
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HE PROVINCE of Alberta has a 
hospitalization plan which has 
developed slowly over many years 
and is now ready to take another 
great stride forward. It currently 
covers about 50 per cent of the 
population. It is moving toward 
100 per cent coverage, with muni- 
cipal and provincial governments 
sharing in the costs, but without 
compulsion. 

Alberta’s plan is in fact a com- 
bination of two programs, an old 
one and a new one. The old pro- 
gram was designed to build hos- 
pitals in rural districts and to pro- 
vide residents of those districts 
with hospitalization at a direct 
cost which they could afford to 
pay. The new program is designed 
to extend such inexpensive hos- 
pital service to the residents of 
other areas. 

The first Municipal Hospitals Act 
was passed in 1918. This enables 
one or more municipalities, or 
parts of municipalities, to petition 
themselves into a municipal hos- 
pital district and appoint a pro- 
visional board. The _ provisional 
board prepares its scheme and a 
plebiscite is held. If two-thirds of 
the ratepayers in a district approve, 
the scheme is adopted and put into 
operation under control of the 
Municipal Hospital District Board. 

Debentures can be issued to raise 
construction money. Contributing 
units in the district are requisi- 
tioned yearly for an amount suffi- 
cient to retire the debentures and 
to provide operating revenue for 
the hospital. 











































RURAL DEMAND WANES 


Between 1918 and 1950 some 47 
municipal hospitals were thus built 
and paid for. Today, however, the 
demand for rural hospitals has 
almost disappeared, and so one of 
the two incentives for municipal- 
ities to organize under this old act 
has largely disappeared also. 

Realizing this, the Alberta gov- 
ernment in 1950 amended the Hos- 
pitals Act with the aim of encour- 
aging municipalities to enter into 
an agreement with existing ap- 
proved hospitals and thus obtain 
























Mr. McGilp is assistant director, Hospi- 
tal and Medical Services, Government of 
the Province of Alberta, Edmonton, Alta., 
Can. This article was adapted from a paper 
presented at the convention of the Asso- 
ciated Hospitals of Alberta, Calgary, Alta., 
Oct. 26-28, 1950. 
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ALBERTA WORKS OUT... 


Another alternative to 


compulsory insurance 


hospital service for their own resi- 
dents at the same inexpensive 
rates. In other words, it is no long- 
er necessary for any municipality 
to organize itself into a separate 
district. 

Without committing the provin- 
cial government, it may be said 
that still further enabling legisla- 
tion will be considered in 1951. 
Meantime, how well does Alberta’s 
plan meet the needs and avoid the 
hazards? 

Any prepaid hospitalization in- 
surance plan may be examined for 
three main characteristics. These 
are: Services available, control 
and administration, financing of 
the cost. Let us deal with them 
in that order. 


SERVICES AVAILABLE 


The services available under dif- 
ferent plans vary tremendously. 








J. McGILP 


Following are some of the common 
restrictions placed on amount of 
service available under different 
plans: 

1. A limit on the length of stay 
in the hospital. 

2. A limit on the amount of ex- 
tras covered. 

3. Exclusion of inpatient diag- 
nostic services. 

4. The insertion of a _ waiting 
period before eligibility com- 
mences. 

5. The exclusion of pre-existing 
conditions. - 

6. A limitation on the type of 
accommodation covered. 

These variations produce both 
good and bad effects. For example, 
where complete services are given 
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ALBERTA STANDS FAST 
While British Columbia on the 
west and Saskatchewan on 
the east have resorted to 
compulsory hospitalization 
insurance, Alberta progres- 
sively expands a 1918 gov- 
ernment-aid program, ‘‘build- 
ing on the mistakes of others,” 
to reach the same goal with- 
out making the same sacri- 
fice of freedom and initiative. 


without direct charge to the re- 
cipient, officials have found marked 
abuse of the privileges. Abuse has 
also been experienced where ward 
accommodation is provided with- 
out direct charge to the patient. A 
limit on the length of stay can be 
a hardship to patients unfortunate 
enough to require long-term hos- 
pitalization. Let us see then what 
our provincial hospitalization plan 
has to offer, bearing in mind the 
good and the bad features found 
in other plans: 

1. Standard room accommoda- 
tion is provided for as long as ac- 
tive treatment is required. 

2. A deterrent charge of one 
dollar per day is made for this 
accommodation. 

3. The charge for extra serv- 
ices rendered is in part or in whole 
covered by the patient. 

4. Inpatient diagnostic services 
are included. 

5. There is no waiting period 
after the plan has been adopted. 

Statistics show that there has 
been little or no abuse of this plan 
where it exists in Alberta. Statis- 
tics also show that the incidence 
is much higher where there is no 
deterrent charge. 


CONTROL AND ADMINISTRATION 
When a provincial plan becomes 
compulsory, strict control must be 
maintained by the legislative body 
to ensure the enrollment of all citi- 
zens. When the plan is voluntary, 
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this control does not have to be 
maintained and administration can 
be passed on to the local govern- 
ing body. This is an extremely 
important point. The administra- 
tion of our provincial plan is left 
strictly to local councils or boards, 
and as a result there is no bureau- 
cratic control. Hospitals in this 
province continue to administer 
their own affairs and look to the 
Department of Health only for ad- 
vice and guidance. 


FINANCING OF PLAN 


A hospitalization insurance plan 
is usually financed in one of three 
ways. First is the insurance type of 
financing, with the premium set 
high enough to cover the total op- 
erating cost. This usually is done 
in group enrollment where good 
risk coverage is obtained and all 
those contributing pay the same 
premium. Second is a combination 
of poll tax premium and balance 
of cost from provincial revenue. 
This type of financing usually is on 
a compulsory basis, and again we 
find that all those contributing pay 
the same premium. Third is a 
three-way combination wherein 
the local municipality contributes 
part through taxation, the recipi- 
ent of service pays part, and the 
provincial government pays the 
balance. This is how Alberta’s hos- 
pitalization plan is financed. 

Let us review the advantages to 
be found under this type of finan- 
cing. 

1. The rich and poor are not 
required to pay the same amount 
for enrollment in the plan. 

. 2. The cost is spread more even- 
ly, since we have municipal con- 
tribution as well as provincial. 

3. Local administration of the 
plan is encouraged and hospital 
administrators maintain complete 
control of the affairs of their hos- 
pitals. 

4. Abuse of the privileges is de- 
creased materially and in fact is 
almost entirely eliminated. 

The Hospitals Act was amended 
in 1950 to give the Minister of 
Health authority to pay to munici- 
palities a hospitalization grant, 
provided they enter into an agree- 
ment with an approved hospital 
for the one-dollar-per-day hospi- 
talization for their residents. This 
amendment contained one other 


important and desirable feature. 
It made provision for payment of 
the grant on behalf of patients who 
are admitted to outside approved 
hospitals, either as referred or 
emergency cases. This is a step 
forward since there had been very 
little reciprocity between districts 
before. 


HIGHLIGHTS 


In summary, the following high- 
lights of our provincial plan are 
worth emphasizing: 

1. A deterrent charge for both 
ward services and extra services 
insures hospitalization to the peo- 
ple of Alberta at a price they can 
afford to pay, while at the same 
time it insures against a too-high 
demand for hospitalization which 
is usually the case when so-called 
free services are made available. 

2. All conditions requiring treat- 
ment in the hospital are covered 
for as long as active treatment is 
required. 

3. Admission for diagnostic serv- 
ices is covered. This point is be- 
coming more important as hospi- 
tals are more and more entering 
the diagnostic field. 

4. Administration of the provin- 
cial plan is mainly at the local level 
and as a result hospitals are free 
from bureaucratic control. 

5. The cost of running this plan 
is the most democratic of all, the 
wealthy paying more than their 
share, while the poor pay less. Mu- 
nicipal contribution as well as 
provincial contribution insures: the 
continuance of local interest. 

6. Hospitalization is provided in 
outside approved hospitals for only 
referred and emergency admis- 
sions. This insures against the dan- 
ger of patients traveling to the 
large centers for service of all 
kinds, leaving the smaller local 
hospital to run below capacity. 

Alberta has a_ hospitalization 
plan that is not compulsory, nor 
has it been developed overnight 
and thrown upon inexperienced 
shoulders for administration. It is 
a plan built upon the mistakes of 
others and one receiving envious 
glances from administrators of 
more hastily devised schemes. 
When coverage is complete, it 
should prove sound as to services 
available, control and administra- 
tion, and financing of cost. 
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Building an efficient formula laboratory 
which would meet every requirement and 
fit within a specified budget led to . . . 


Changing waste space into 


an infant formula room 


WESLEY D. SPRAGUE 


OST HOSPITALS are plagued 
these days with problems of 
wanting to renovate or expand but 
with neither money nor space with 
which to accomplish their desires. 
Newton-Wellesley Hospital for 
many years was faced with the 
problem of having combined, in a 
limited space and under unfavor- 
able conditions, both a special diet 
and an infant formula laboratory. 
Such an association was never ideal. 
With current trends of asepsis and 
formulary techniques, which sug- 
gested separation and moderniza- 
tion, demands to remedy the con- 
dition became most pressing. How 
to rectify the situation became the 
$64 question. 

We were looking forward to, yet 
fearful of, the recommendations of 
the American Hospital Association 
and the American Academy of Pe- 
diatrics concerning the formula 
room to be featured in manuals 

Mr. Sprague is assistant director of New- 


ton-Wellesley Hospital, Newton Lower 
Falls, Mass. 


A COMPACT, cheerful infant formula room resulted from the hos- 
pital's clever adaptation of storage space on an open back porch. 


about to be published since experi- 
ence had shown most “ideal solu- 
tions” to be very expensive opera- 
tions. However, after extensive 
perusal of the Academy’s manual 
“Standards and Recommendations 
for Hospital Care for Newborn In- 
fants’? and the American Hospital 
Association’s manual, M8-49, en- 
titled ‘““Procedures and Layouts for 
the Infant Formula Room,” it was 
believed that we could undertake 
necessary construction if we did not 
“step too heavily.” 

We realized that a formula room 
should be situated where there was 
least danger of contamination, 
where adequate supervision could 
be given and where subdivisions of 
the formula room area were pos- 
sible. Since it appeared that reno- 
vations of the existing formula 
room would be too expensive and 
the space too limited, an open back 
porch on the private maternity 
floor was considered. 

This space above the service 






























































wing had become storage for waste 
barrels, broken wheel chairs await- 
ing repairs and surplus beds. With 
adequate funds this 20’ x 16’ area 
could be made into a useful unit 
Budgetary allowances, however, 
were unavailable, and since the 
community already was undergo- 
ing too many money-raising cam- 
paigns, we could not reach any 
public-minded citizens. 

It was recalled that before the 
war the women’s auxiliary of the 
hospital, the Newton-Wellesley 
Hospital Aid Association, had men- 
tioned an interest in improving the 
old formula room and special diet 
laboratory. Coincidentally, it was 
discussing possible projects to be 
undertaken during the current 
year. In due time authorization was 
received to undertake construction 
of an entirely new formula area 
on the back porch proximal to the 
maternity and nursery areas. 

A special nursery committee was 
appointed, which consisted of the 
chief of pediatrics, chief of obstet- 
rics, obstetrics supervisor, a wom- 
an’s auxiliary representative and 
the assistant director. Leaning 
heavily on the manuals already 
mentioned, plans and techniques 
were formulated in accordance 
with the recommendations of the 
American Hospital Association and 
the American Academy of Pedi- 
atrics. 

Soon the exterior of the open- 
porched area was enclosed with 
translucent glass brick walls, which 
included transparent glass blocked 
window areas, ventilating glass 
blocks and an exhaust fan. The 
interior of the porch was divided 
by wood and glass partitions which 


STAINLESS steel formula preparation unit is fronted by a modern 
glass-blocked window. Supervisor's area occupies center of room. 
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transformed it into a cheerful and 
efficient unit. 

As the accompanying diagram 
and photograph show, the room in- 
cluded four specific areas: A clean 
portion; an unclean portion con- 
nected by a pass-window at the 
junction of the unclean sink and 
the stainless steel formula prep- 
aration unit; a refrigerator area, 
and a supervisor’s area erected in 
the center of the room. The super- 
visor’s area afforded opportunity 
for: 

(1) Supervision and instruction 
of formula room personnel. 

(2) Orienting new students 
prior to actual work assignment 
within the formula room. 

(3) Future demonstrations of 
proper techniques for formula 
manufacture to new mothers. 

(4) Dressing room facilities for 
the formula room personnel. 

The refrigerator for all formula 
used in the hospital was placed in 
an annex before the clean area 
entrance so that it was accessible 
at all times to both the formula 
room personnel and outside nurs- 
ery personnel. 

The entire unit was equipped 
with washable surfaces and equip- 
ment (i.e., stainless steel, glass, 
wood and tile), mechanical aids 
(electric bottle washer and bottle 
rinser), scrub sink and autoclave 
for terminal disinfection of for- 
mula and preparation material. 
Aluminum ‘“‘kick plates’’ were 
placed on all surfaces where carts 
or tables might possibly deface 
them. Utilizing material from the 
old unit wherever possible, the en- 
tire unit cost was kept at about 
$8,000. 

Often, unexpected situations 
arise in a project of this type and 
threaten to destroy one’s best laid 
plans. In our case local building 
codes, which prohibited the use of 
a very efficient and desired me- 
chanical aid, at one time conflicted 
with our hoped for techniques. 
However, a few conferences soon 
brought forth a logical and simple 
solution. It is wise, therefore, to 
consult with the authorities of the 
local board of health in similar 
undertakings. 

As a result of utilizing waste 
Space and old equipment and call- 
ing upon a group of women in- 
terested and eager to assist the 
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hospital, Newton-Wellesley Hospi- 
tal was able to obtain an ideal and 
efficient formula room. We more- 
over proved that the recommenda- 
tions of our accrediting agencies 
and our supposed “unattainable 


ideal” are not so expensive as to 
be unachievable. Already a num- 
ber of department heads are sug- 
gesting renovations of other areas 
which still remain partially-un- 
used. 


Thank-you cards for gifts 


O THAT THEY might be more at- 

tractive and more flexible in 
use, the “In Memoriam” and the 
“To a Friend” folders used by the 
301-bed Shadyside Hospital, Pitts- 
burgh, have been redesigned and 
reworded. The “In Memoriam’” 
cards are sent to notify a family of 
memorial gifts made in the name 
of a member of that family, and 
the “To a Friend” folders are used 
to thank donors for gifts. 


Because Shadyside has many 
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friends who contribute regularly, 
the “To a Friend” cards have been 
printed on five various color of 
paper. Thus, when a person who 
has given to the hospital before 
makes another donation, his official 
“Thank you” is different at least 
in color. For the more impressive 
gifts, Administrator William E. 
Barron, writes personal letters of 
thanks.—KATHERYN H. POWER, di- 
rector, public relations, Shadyside 
Hospital, Pittsburgh. 
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The hospitals of San Francisco recognized 
that the best way to get nurses is to take 
their story direct to prospective students. 


Steps toward success in 


recruitment of nurses 


ANTHONY J. J. ROURKE, M.D. 


ECENTLY THE San _ Francisco 

Hospital Conference _under- 
took a study of nurse recruitment 
at the local level, and the results 
showed much to be desired. The 
study was made after a spot sur- 
vey showed that in some areas of 
the country, nurse recruitment 
had suffered because of a woe- 
ful lack of information given to 
high school groups and to young 
girls who might be interested in 
nursing. 

The council started by holding 
a meeting to discuss nurse recruit- 
ment, and we invited the San 
Francisco superintendent of schools 
to be a speaker. The superinten- 
dent, fortunately for us, had been 
a trustee of a hospital in New 
York State, so it was not necessary 
for us to educate him in hospital 
matters. His talk stimulated our 
group to action. 

Eight of the local nursing schools 
agreed to start a February class, 
thereby creating 200 places for 
student nurses. At the same time, 
we found that there were 200 va- 
cancies in hospital and_ public 
health nursing in San Francisco 
because of the shortage of gradu- 
ate nurses. 

Our next step was to call a press 
conference, to which we invited an 
admiral from the Navy, a colonel 
from the Army, a retired admiral 
now active in civil defense work, 
the president of the San Francisco 
County Medical Society, the presi- 
dent of the San Francisco chapter 

Dr. Rourke, president-elect of the Amer- 
ican Hospital Association, is physician su- 
perintendent of Stanford University Hospi- 
tals, San Francisco. This article was ad- 


apted from a contribution to the Hospital 
Administrators’ Correspondence Club. 
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of the American Red Cross, a 
representative of the League of 
Nursing Education and a commit- 
tee of administrators representing 
the San Francisco Hospital Con- 
ference. 

We prepared news releases and 
had refreshments served by a 
group of the student nurses at 
Mt. Zion Hospital, where the con- 
ference took place. The newspaper 
coverage following this meeting 
was quite satisfactory. 

Next we held a meeting with 
17 counselors from San Francisco 
high schools. The meeting was 
addressed by Dr. J. A. Katzive, 
administrator of Mt. Zion Hospital, 
by the director of nurses at St. 
Francis Hospital and by a student 
nurse from Mary’s Help Hospital. 
After these short presentations, we 
showed the R.K.O.-Pathe nursing 
film, “‘Girls in White,” made avail- 
able by the American Hospital As- 
sociation. The meeting was cov- 
ered by reporters from the women’s 
pages of the local newspapers. 


TELEPHONE INQUIRIES 


After this meeting, we conduct- 
ed a spot telephone check of all 
local hospitals and were quite dis- 
couraged with the answers to our 
calls. These answers emphasized 
to us the need for greater educa- 
tion among our hospitals and par- 
ticularly the persons who answer 
telephone inquiries regarding stu- 
dent nurse training. 

In the entire city, including my 
own hospital, not one person in- 
vited the person making the tele- 
phone inquiry to come to the hos- 
pital to see the nurses’ residence 


or the facilities available. Many of 
the answers were in a negative 
vein, stressing the high academic 
rank necessary, and in two in- 
stances the tuition charged was 
emphasized. 

At a luncheon with school de- 
partment officials, we arranged a 
series of meetings with senior girls 
in each high school. This series 
involved eight meetings, and at 
each one we had a hospital admin- 
istrator (as chairman) and a repre- 
sentative of the nursing faculty 
and a student nurse from each 
school of nursing. The film, ‘Girls 
in White,’ was shown, and the 
high school students were given 
a chance to ask questions and look 
over bulletins from the various 
nursing schools. 

A local newspaper devoted half 
of its pictorial page to depicting 
the life of a student nurse at Stan- 
ford University Hospital, and the 
paper also published a column of 
questions and answers on nursing. 

The response to our newspaper 
publicity was extremely gratify- 
ing. Within a period of 10 days, 
our hospital received 30 calls from 
prospective student nurses. Other 
hospitals had similar experiences. 

Our experiences to date have 
proved two things: 

1. The most productive nurse 
recruitment probably has not re- 
sulted so much from high-level 
printed material as from taking 
the story directly to the girls who 
may be interested in nursing. 

2. We do not have the best sales 
people always answering telephone 
calls in our hospitals. 

‘We found that there is an er- 
roneous opinion that the nurse 
shortage is due to the fact that 
girls are not entering nursing, and 
practically no one is aware of the 
fact that there is an expanded need 
for nurses. 

We are still very much con- 
cerned about a potential shortage 
of nurses, and while we are ap- 
preciative of the helpful work 
done by national and state com- 
mittees, we are even more con- 
fident that if each hospital admin- 
istrator running a school of nurs- 
ing would take a personal interest 
in nurse recruitment from a local 
grass-roots level, the number of 
students entering next fall would 
be measurably increased. 
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The contagious disease patient 


HE QUESTION of admitting com- 

municable disease patients to 
a general hospital is one which our 
330-bed hospital has been handl- 
ing successfully for 43 years. In 
light of our experience, perhaps a 
review of the past five years would 
help evaluate the problem. 

Most discussions regarding the 
care of contagious disease patients 
in general hospitals have devel- 
oped around three basic questions: 
(1) Shall such patients be admitted 
to general hospitals at all? (2) If 
they should, how big a job is it? 
(3) How can the job be handled? 

The opinion is sometimes held 
that the answer to the first ques- 
tion hinges on the answer to the 
others, namely, that whether con- 
tagious cases should be admitted to 
a general hospital depends upon 
the number of patients requiring 
admission and upon the facilities, 
equipment and personnel required 
to care for them. 


PROFESSIONAL VIEWPOINT 


Most organized professional 
groups that have studied the sub- 
ject seem to agree that contagious 
disease patients should be admit- 
ted to general hospitals. For exam- 
ple, a joint statement of the Amer- 
ican Hospital Association and the 
American Public Health Associa- 
tion, made in 1949, pointed out 
that the present knowledge of the 
control of cross-infection leaves 
little reason for establishing spe- 
cial hospitals for the treatment of 
acute communicable diseases. It 
said that such special hospitals are 
economically wasteful except pos- 
sibly where they are located in 
large urban centers. The statement 
Suggested that the use of general 
hospital beds for the care of pa- 
tients with communicable diseases 
would be a more rational approach 
to the problem. The health depart- 
ment’s aid in developing isolation 
techniques is recommended. 


Mr. Sauer is superintendent of the Muh- 
lenberg Hospital, Plainfield, N.J. Adapted 
from a paper presented at the Middle At- 
Mute, Hospital Assembly, Buffalo, N.Y., 
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... A problem which was handled successfully 


by this 330-bed general hospital 


FRANK P. SAUER 


The Commission on Hospital 
Care, in its 1947 report, recom- 
mends that governing boards and 
hospital administrators ‘should 
provide the necessary facilities and 
organize the service of general 
hospitals so that proper provisions 
can be made for the care and 
treatment of communicable dis- 
ease.” 

In New Jersey, our state depart- 
ment of health feels that it is en- 
tirely feasible to admit patients 
with reportable communicable dis- 
eases, including poliomyelitis, to 
general hospitals. 


THE PUBLIC ATTITUDE 


The authorities say, then, that 
these patients should be admitted. 
But what then about the general 
public? The public is afraid of con- 
tagion and might not like having 
a contagious disease patient in the 
next room in spite of what the 
authorities say. The hospital’s pub- 
lic relations might suffer. 

In communities where, tradi- 
tionally, contagious disease pa- 
tients have been transported some 
distance to special hospitals, this 
might be true. If so, the public 
should be informed that modern 
techniques and increased medical 
knowledge have virtually elimin- 
ated the danger of cross-infection. 
The community should be shown 
that the hospital maintains a rigid 
precaution technique to insure 
maximum protection to its pa- 
tients. Whether a public relations 
problem exists or not, a program 
of public education is always help- 
ful. 

At Muhlenberg Hospital, we con- 
ducted a three day institute on the 
care of polio patients. It consisted 
of lectures, demonstrations and 
discussions by doctors, nurses and 
health officials. The Red Cross, the 
National Foundation for Infantile 
Paralysis and the Visiting Nurse 


Association participated. Nurses 
from all over the state were invit- 
ed to attend. 

The public was invited to inspect 
the facilities and equipment avail- 
able and learn what is being done 
for the care of polio patients and 
the protection of other patients. 
We believe that an informed pub- 
lic is a good friend of the hospital. 
In any event, there is far less dan- 
ger of incurring the displeasure of 
the public by admitting a contagi- 
ous disease patient urgently re- 
quiring hospitalization than there 
is in denying admission to such a 
person. The hospital is serving the 
community more completely if it 
admits’ all patients needing its 
services. 


TYPES OF DISEASES 


If we are to admit persons with 
contagious diseases, how big a job 
are we undertaking? 

Muhlenberg Hospital has 330 
beds and bassinets and an average 
patient census of 263. In the past 
five years we admitted 1,402 cases 
of reportable communicable dis- 
eases. Of this number, 1,082 were 
pneumonia patients. Since most 
hospitals admit persons with pneu- 
monia, we will eliminate these en- 
tirely from our investigation. This 
leaves a total of 320 other con- 
tagious disease admissions. They 
consisted of 124 poliornyelitis, 72 
pulmonary tuberculosis, 54 various 
types of meningitis and encephal- 
itis, 21 measles, 19 typhoid and 
paratyphoid fever, 13 scarlet fever, 
8 whooping cough, 4 mumps, 3 
diphtheria and 2 chicken pox. 

The 13 cases of scarlet fever re- 
corded here were all admitted in 
1945, and none have appeared since 
that time. The antibiotics, of 
course, have done that for us. The 
320 cases in five years is an aver- 
age of 64 contagious disease pa- 
tients a year admitted to a hospital 
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which in the same period averaged 
10,726 total admissions annually. 
This means that only .6 per cent 
of our patients had contagious dis- 
eases. On a patient day basis, the 
average is a trifle higher—.7 per 
cent—because contagious disease 
patients stay a little longer. 

Except for the polio season and 
occasional epidemics of some other 
diseases, two or three beds usually 
are all that are needed, in a hos- 
pital the size of ours, to care for 
all the contagious disease patients 
requiring admission. Poliomyelitis 
taxes the hospital to a greater de- 
gree, but even here the maximum 
number of polio patients in the 
hospital at any one time in recent 
years was. nine, and that was in 
the summer of 1949, when we ad- 
mitted 55 such patients. Once, a 
few years ago, we had a brief 
epidemic of paratyphoid fever 
which produced a peak load of 
seven patients. This, then, is the 
size of the job in a 330-bed com- 
munity hospital serving a popula- 
tion of approximately 100,000—the 
only hospital in a radius of nine 
miles. 

How can this job be handled? 
One hospital administrator report- 
ed that members of his board felt 
that they could not handle con- 
tagious diseases unless they built 
a special wing, with a separate en- 
trance. Since this would cost many 
thousands of dollars they felt that 
they could not afford it. I know of 
an outstanding university hospital 
that not many years ago revamped 
a wing for contagious disease pa- 
tients. Furniture, drapes, floor cov- 
ering and equipment were all de- 
signed for ease in sterilization. 
Glass walls and doors separated 
the wing from other sections of the 
hospital, and a special elevator 
served this floor only. At the time 
these alterations were being made, 
some of the physicians in the hos- 
pital felt that these elaborate fa- 
cilities were unnecessary — that 
modern precaution techniques were 
sufficient. It is interesting to note 
that this hospital soon found it un- 
economical and unnecessary to re- 
serve the private rooms in this 
wing for contagious diseases only, 
and before long patients not re- 
quiring isolation were admitted to 
them. Elaborate ideas like these 


68 


envisage a problem far greater than 
any our experience has produced. 


TREATMENT OF POLIO 


Poliomyelitis produces the larg- 
est number of patients and conse- 
quently presents the biggest prob- 
lem. At Muhlenberg Hospital we 
have an isolation building with 
nine beds, built in 1907, when it 
was considered essential that brick 
walls and fresh air separate con- 
tagious patients from others. As 
this building is available and we 
always seem to be hard pressed for 
beds, we use it only when we have 
more than three contagious disease 
patients in the hospital at one time. 
This means polio almost exclusive- 
ly. 

I wish we didn’t have this unit, 
because we would admit such per- 
sons to the hospital anyway and 
it would be much simpler from an 
administrative and nursing stand- 
point to care for them in the main 
buildings. 

So far as equipment is con- 
cerned, until the National Founda- 
tion for Infantile Paralysis gave us 
an electric pack heater several 
years ago, we used an old fashioned 
wash boiler on a gas stove to heat 
Kenny packs. Beyond that, there 
is little additional equipment nec- 
essary that any general hospital 
does not have readily available, 


. or cannot secure at moderate cost, 


such as fracture or foot boards. 

If a respirator or anything else 
should be needed in an emergency, 
the foundation is ready and willing 
to provide it without cost. In fact, 
financing the care of polio cases is 
not a problem at all. The founda- 


-tion has given us a second pack 


heater and a respirator, and it 
helps pay the expense of nursing 
care. One of the local service clubs 
has given us a second respirator. 
The newspaper in a neighboring 
city sponsored an amateur boxing 
tournament this spring and pre- 
sented us with $1,000 out of the 
proceeds. A service club staged a 
horse show for the benefit of the 
hospital’s polio program, and it 
produced about $3,000 for us. I 
have been tempted to try to devise 
ways of diverting this generous 
flow of money to equally worthy 
but less popular hospital uses. 
The only real problem for us in 
polio is staffing. A lot of nursing 


care is required, and we still 
haven’t enough nurses. Also, some 
nurses with children of their own 
at home are reluctant to handle 
these patients. Here again the 
foundation, in collaboration with 
the Red Cross, has helped us, send- 
ing nurses from communities more 
plentifully supplied, some of them 
hundreds of miles away. 


OTHER TYPES 


For the remaining diseases we 
rarely open our isolation building 
unless we have an epidemic. 

Pulmonary tuberculosis patients, 
who in most cases are admitted 
to our hospital for surgery, are put 
in any private room on precaution. 
Meningitis and encephalitis are 
handled in the same manner. 

Scarlet fever, as I have said be- 
fore, has ceased to be a problem, 
but if we get a patient we will put 
him or her in a single room on 
precaution. 

The various children’s diseases, 
such as measles, chicken pox, 
whooping cough and mumps, usu- 
ally involve admission to a single 
room on precaution on our men’s 
ward floor. We do this on the 
theory that most men who have 
reached the age of the majority of 
the patients on this floor have at- 
tained a high degree of resistance 
to these diseases. Most cases of 
these children’s diseases can be 
cared for at home, so we admit 
them only when they are sick 
enough to require hospital care or 
have developed complications. 

Typhoid and paratyphoid pa- 
tients are put in single rooms any- 
where, on precaution, and screen 
doors are put on the rooms. Our 
precaution technique is strict and 
inflexible; there are no varying 
degrees of precaution. 

To the best of my knowledge we 
have not experienced a single case 
of cross-infection in the handling 
of known contagious diseases. It 
is my firm conviction that any dan- 
ger of cross-infection within the 
hospital comes from the admission 
of incorrectly diagnosed and un- 
diagnosed patients, never from one 
known to be contagious on admis- 
sion. 

Modern precaution techniques 
are the only safeguards that are 
necessary for adequate protection 
of other patients. 
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A deficiency check list for 


hospital laundry managers 


WILLIAM O. BOHMAN 


NUMBER OF hospital admin- 
A istrators have a feeling of in- 
adequacy when it comes to proper 
appraisal of their laundry plants. 
They wish to take a more intelli- 
gent approach to the matter but 
do not know just where to start 
or how to review the department. 
‘They do not know whether their 
laundries are operating efficiently 
or are badly in need of correction. 

With this in mind, the members 
of the American Hospital Asso- 
ciation’s Committee on Hospital 
Laundry Management submitted a 
list of deficiencies frequently 
found in laundries. These various 





Mr. Bohman is superintendent of the 
Norwegian-American Hospital, Chicago. In 
addition to the author, the following mem- 
bers of the Association’s Hospital Laun- 
dry Management Committee (1948-1949) 
assisted in the preparation of this check 
list: Frank G. Bruesch, Harper Hospital, 
Detroit; L. A. Bradley, State University of 
Iowa, Iowa City; John F. Kenney, Society 
of the New York Hospital, New York City; 
Joseph F. Krawiec, Pennsylvania State 


College, State College, Pa.; and Hubert C. 
Normile, Veterans Administration, Bed- 
ford, Mass. 


points have been compiled into a 
check list for administrators and 
may serve as a guide in survey- 
ing and evaluating hospital laun- 
dry departments. - 

Some of these laundry weak 
points are such that they cannot 
be corrected in an existing plant, 
but they may serve as red lights 
for contemplated construction or 
expansion. 

The following list of common 
deficiencies deals wholly with 
physical aspects of the laundry de- 
partment, with no intent of in- 
cluding procedures and washing 
practices. 


THE PHYSICAL PLANT 
A) Deficiencies in location: 

1. Basement laundries, lacking 
in natural outside light and hav- 
ing insufficient ventilation. 

2. Laundries above boiler rooms: 
The laundry is hot enough with- 
out this additional heat. 














TOO MANY laundries are in the hospital 
employees suffer from inadequate light and poor ventilation. draft 
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from the hospital, causing trans- 
portation problems. 

4. Laundries so situated that 
they receive too much traffic from 
employees in other hospital de- 
partments. 

5. Laundries surrounded by 
other buildings so that needed ven- 
tilation is cut off. 

B) Deficiencies in design: 

1. Insufficient floor space, with 
truck and basket congestion, and 
no room left for sorting and weigh- 
ing. 

2. Ceilings that are too low. 

3. Hard floors that produce un- 
necessary fatigue in employees who 
must stand on their feet while they 
work. 

4. Door and window openings 
that are too small to permit entry 
of modern machinery without its 
being dismantled. 


LAUNDRY EQUIPMENT 
A) Deficiencies in washers: 

1. Washers that are not level 
and are insecurely anchored to the 
floor. 

2. Improper gear alignment, 
with insufficient lubrication. 

3. Dump valves that are covered 
with dirt and scale, causing gasket 
wear and leaks. 

4. Leaking steam lies. 

5. Improper loads on wash- 
wheels. 

6. Washwheels being run at in- 
correct speed. 

7. Broken or missing door 
latches on washers. ~ 

8. Inaccurate or inoperative 
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NOT ENOUGH hospital laundries are blessed with forced 


ventilation 


sufficient natural and artificial light. 
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3. Laundries that are too far 
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X-4 Baby Incubators 


rol a-Male)’ Alls ey = 


Low Cost (Still no increase in price) 
Underwriters’ Laboratories Approved (X-4 
is the first baby incubator to be UL tested 
and approved.) 


Accepted by American Medical Association 


Tested and approved by Canadian Standards 
Association 


Simple to operate 
Only 1 control dial 


Heat—safe and low in cost. (Costs no more 
than burning an electric light bulb) 


Easy to clean 


Quiet and easy to move. 


Casters have ball bearings and soft rubber 
treads (two have foot brakes) 


Fireproof construction (Metal, asbestos and 
glass) 


Safe and simple oxygen tent. 
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Write for prices and descriptive bulletin: 








Welded steel construction 
3-Ply safety glass (No plastics) 


Full length clear view of the baby. 


Simple oxygen connection (With inside rotary 
directional control—a new feature) 


Small night light over control. 

Both F. and C. thermometer scales 
Safe locking top ventilator 
Automatic heat and humidity control 
Easy to develop high humidity 


The finest automatic thermoswitch that 
money can buy 


Over 14,000 now in use 


COUNCIL ON 
PHYSICAL 
MEDICINE 


ay 


“Back of every Armstrong X-4 Baby Incubator is over 14,000 incubators’ worth of experience,” 


© The Gordon Armstrong Co., Inc. 
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A POOR PLACE for the hospital laundry is a position directly over the boiler room. 
This additional heat is not at all welcome since laundries generate plenty of their own. 
e 


washwheel temperature gauges. 

9. Motors that are not secure, 
or dirty motors. 

10. Automatic water valves that 
are not working properly. 

11. Float valves that are out of 
adjustment and do not show water 
level accurately. 

12. Worn-out ribs in the washer 
cylinder. 

B) Deficiencies in extractors: 

1. Extractors that are not level 
and are insecurely anchored to the 
floor. 

2. Extractors not being loaded at 
rated capacity. 

3. Inaccurate timers. 

4. Insufficient lubrication of all 
moving parts. 

5. Brakes that are worn or out 
of adjustment. 

6. Drive belts that are loose or 
greasy. 

7. Motors that are insecurely 
anchored and poorly lubricated. 
C) Deficiencies in flatwork ironers: 

1. Ironers that are not level. 
(Floors sometimes have a tendency 
to settle, throwing an ironer out 
of adjustment.) 

2. Inadequate attention to lubri- 
cation of moving parts. 

3. Improperly padded rolls on 
chest-type ironers. (In repadding 
and recovering, rolls must be cali- 
pered to the correct diameter.) 

4. Improper waxing of rolls. 

5. Dirt, lint and moisture in 
motors. 
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6. Insufficient steam pressure. 

7. Ironing surfaces that are dirty 
and rough. 

D) Deficiencies in tumblers: 

1. Lint boxes or de-linting 
screens that are not kept free of 
lint. 

2. Overloading of tumblers. 

3. Inadequate or faulty lubrica- 
tion. 

4. Insufficient steam pressure, 
causing longer drying time. 

5. Steam traps of the wrong 
size. 


working properly. 

7. Fabrics that are under-ex- 
tracted, causing too much time in 
the tumbler. 

E) Deficiencies in presses: 

1. Padding that is too tighily 
packed, causing frequent adjust- 
ments for pressure. 

2. Steam leaks in swing joints. 

3. Improper pressing tempera- 
ture, frequently caused by faulty 
traps. 

4. Failure to operate on pressure 
designed for equipment. 

5. Banging press heads. (Hy- 
draulic checks need inspection and 
filling to proper level.) 

6. Unequal tension on balancing 
springs (lifting head to full posi- 
tion). 

7. Surface of head dirty with 
accumulation of starch. 

F) Miscellaneous deficiencies: 

1. Air compressors of insufficient 
capacity. 

2. Air compressors with improp- 
er maintenance and lubrication. 

3. Inadequate removal of over- 
heated air. 

4. Insufficient artificial illumina- 
tion. 

This list, while not conclusive by 
any means, may serve as a start- 
ing point. Adequate correction of 
such deficiencies will result in im- 
proved work, reduced costs, equip- 
ment preservation and good per- 
sonnel morale. 


A CONTRAST in handling of laundry extractors is illustrated by these two drawings. 
Good results with such equipment result from careful mounting and diligent maintenance. 
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6. Steam traps that are not 




















For your patients and personnel 
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Tests by eminent medical research authorities have 
proved that Dial’s antiseptic agent gets the skin 
amazingly clean of bacteria. In fact, Dial, used reg- 
ularly, has a cumulative effect— protection increases 
with repeated use. This is why more and more hos- 
pitals, as well as doctors and nurses, are changing 
over to Dial Soap. They get extra protection, and 
they like Dial’s extra mildness and fragrance, too! 


Write today for free ples and additional information. 


Luduiteil Soap Disiwim 


Armour and Company « 1355 W. 31st St. * Chicago 9, Ill. 








For surgical scrub-up many hospitals use Formula 
No. 99. This 20% liquid hand soap contains 5% 
hexachlorophene, based on soap content. Formula 
No. 99 is an extremely effective antiseptic soap, 
and is highly recommended for use in the surgical 
scrub-up. Scientific tests have proven that the sur- 
geon who scrubs his hands regularly with a soap 
containing hexachlorophene removes, in only six 
minutes, one hundred times more bacteria than 
does one using the conventional twenty-minute 
scrub-up with regular hospital soaps, followed by 
germicidal rinse. Formula No. 99 Liquid Soap is 
available in 5, 30 and 55 gallon steel drums. 
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Our congratulations, 


TEN WINNERS have been selected 
from a group of applicants for 
scholarships to the 1951 hospital 
laundry management training 
course. 

The recipients of these scholar- 
ships, along with other students 
registered in the course, will re- 
ceive training of a sort which will 
make them of greatly increased 
value to their sponsoring hospitals. 

Students of this course, which is 
being held at the State University 
of Iowa from Feb. 12 to March 30, 
will receive basic instruction in 
practically every phase of institu- 
tional laundry operation. 

Funds for the scholarships were 
provided through the Pacific Mills 
Hospital Education Fund, and the 
course itself is under the joint 
sponsorship of the State University 
of Iowa, Iowa City, and the Ameri- 
can Hospital Association. 

At a recent meeting with Charles 
Ingersoll, who is coordinating for 
the university, we learned that the 
following subjects will be discussed 
during the seven-week course: 
Laundry chemistry, laundry engi- 
neering, personnel handling, tex- 
tiles, public speaking, hospital or- 
ganization and control, mechanics 
of laundry operation, and plant 
layout. 

There will be a minimum of six 
hours of instruction per day, five 
days a week. Laboratory work will 
be basic and practical, with each 
student performing on his own the 
techniques described. 

At least 25 or 30 instructors will 
participate in the course, most of 
whom will be university staff pro- 
fessors or department heads. In ad- 
dition there will be guest speakers 
from various industrial organiza- 
tions concerned with the manufac- 
ture of laundry machinery and 
equipment. 

Study materials to be supplied 
to each registrant will include a 
complete outline of all lectures (to 
be assembled later in reference- 
book style), a personal notebook to 
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fill in during class sessions, and 
what is probably one of the most 
complete collections of commercial 
literature on laundry operations 
ever assembled for a course of this 
type. Upon completion of the cur- 
riculum, all study materials will 
become the personal property of 
the student for his future reference 
on the job. 

Our purpose in describing the 
general excellence of this course is 
not to solicit new applicants—ad- 
missions are already closed. Rather, 
we wish to point up the value of 
such training by explaining just 
what it entails. Then, if all goes as 
planned, next year’s course will be 
that much more successful. Tenta- 
tive arrangements have been made 
for an article describing the course 
in greater detail after its comple- 
tion. 

For the present, then, the editors 
of HOSPITALS wish to extend their 
collective congratulations to the 
following 1951 scholarship win- 
ners: Joseph W. Mitchell, admin- 
istrative assistant, Columbus (Ga.) 
City Hospital; Cyril Chitty, laun- 
dry manager, All Saints’ Hospital, 
Springhill, Nova Scotia, Can.; Nor- 
man L. Jarvis, laundry employee, 
Elliot Community Hospital, Keene, 
N. H.; John M. Burton, laundry 
manager trainee, Norfolk (Va.) 
General Hospital; George B. Mc- 
Vicar Jr., laundry manager and 
linen controller, Monmouth Me- 
morial Hospital, Long Branch, N.J.; 
Robert F. Bain, laundry manager, 
Nathan Littauer Hospital, Glovers- 
ville, N.Y.; Kenneth L. Davis, 
laundry supervisor, Jay County 
Hospital, Portland, Ind.; Sister 
Mary Richard, C.S.A., laundry su- 
pervisor, Mercy Hospital, Canton, 
Ohio; Thiel Johnson, laundry em- 
ployee, Logan (Utah) Latter Day 
Saints Hospital, and Elbert L. Span- 
gler, laundry manager, Harrisburg 
(Pa.) State Hospital. 


A gap is filled 


Not least among the complaints 
most often voiced by newcomers 
entering the laundry field is one 








concerning the scarcity of pub- 
lished literature about laundry op- 
erations. 

About a year ago, the American 
Hospital Association filled one gap 
through publication of its “Hospi- 
tal Laundry Manual of Operation.” 
Now it seems that another has been 
filled. 

Fred DeArmond, author of “Ex- 
ecutive Thinking and Action” and 
co-author of “Route Sales Manage- 
ment,” has written a new book 
(Harper & Brothers, 1950) called 
“The Laundry Industry.” It prob- 
ably will find a ready place on 
every laundry manager’s bookshelf 
—be he institutional or commer- 
cial. 

Of particular interest to hospital 
laundry managers is Mr. DeAr- 
mond’s chapter entitled “‘The Insti- 
tutional Laundry.”’ In a neat seven- 
page bundle, it carries what is 
probably one of the most cogent 
and readable accounts yet pub- 
lished concerning the problems 
peculiar to institutional laundry 
operation. 

An excerpt that illustrates the 
sympathetic but realistic approach 
taken by Mr. DeArmond is as fol- 
lows: 

“Before he can accomplish much 
in the way of increased efficiency 
the laundry manager has to build 
up his status with top administra- 
tion. A rather high proportion have 

. . lacked the authority usually 
accorded the other department 
heads. Some of them complain of 
the overlordship of purchasing 
agents who want to quiz them 
every time they order a valve or a 
machine part, and yet know noth- 
ing about equipment in the laundry 
. . . The engineer may be able to 
exercise a veto on what the laundry 
manager wants to do in a sphere 
where the engineer is manifestly 
incompetent to prescribe. The 
laundry manager often is subject 
to harassment by a head nurse or 
housekeeper who is supreme in the 
linen room. 

“A tendency is observable to- 
ward placing the direction of linen 
distribution in the hands of the 
laundry managers, which is where 
most of them believe it belongs. 
... With this authority [however] 
goes a corresponding responsibility 
which the laundry manager must 
expect to assume.”’ 
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Preventive maintenance calls 


for long-range planning 


WARREN E. SODERBERG 


ASIC INGREDIENTS of corrective 

maintenance are _ installation 
of a good preventive maintenance 
program along with a method of 
repair and a proper allocation of 
time. Also, it is axiomatic that no 
preventive program will work un- 
less it is carefully planned and 
thoroughly implemented. 

In a well organized hospital 
maintenance department, the en- 
gineer knows what his plant has 
done in the past, what it is doing 
at the present, and what it can or 
will do in the future. This neces- 
sitates paper work in varying de- 
grees, and while we may hesitate 
at the added burden of charts and 
reports, a very true picture can be 
obtained from just a few simple 
records. Time spent on records is 
well rewarded in efficiency and 
smoothness of operation. 

What is preventive maintenance 
and its need in a hospital? In brief, 
preventive maintenance is merely 
a logical approach to the mainte- 
nance problem. Equipment is de- 
signed and manufactured with cer- 
tain limitations. These limitations 
—such as the need for lubrication, 
wearing of integral parts, and the 
accumulation of dirt and corrosion 
—must be taken care of at regu- 
lar intervals if we are to receive 
reasonable life and efficiency from 
equipment. 

In a preventive program, there- 
fore, all equipment receives rou- 
tine oiling, inspection and clean- 
ing. Such attention increases the 
life of equipment, reduces the 
number of breakdowns, maintains 


Mr. Soderberg is director of buildings 
and grounds, Northwestern Hospital, Min- 
heapolis. This article is adapted from a 
Paper presented at the Institute for Hospi- 
tal Engineers, St. Louis, April 1950. 
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a high operating efficiency and in- 
creases the efficiency of other de- 
partments within the hospital by 
reducing shutdown periods. It also 
enables the maintenance depart- 
ment to plan its routine of work 
more readily. 


THE TIME ELEMENT 


A major hurdle in organizing a 
corrective maintenance program is 
the time element. Where will the 
man-hours for routine oiling, in- 


spection, cleaning and record keep- 
ing come from in an already busy 
department? The answer lies in 
(1) long-range planning, (2) 
monthly work schedules, (3) care- 
ful routing of work requisitions, 
(4) coordination with other de- 
partments, and (5) knowing the 
advantages of good working con- 
ditions and adequate equipment 
for personnel. 

1. Long-range planning: In long- 
range planning, there should be a 
year-round picture of all of the 
factors that are known to affect the 
maintenance department. Such 
seasonal jobs as cleaning and over- 
hauling of the heating system, air 
conditioning, roof inspection, storm 
and screen removal, window wash- 
ing and outside painting should be 
anticipated. Also, vacation sched- 
ules and all periods when there 
will be a personnel shortage should 
be listed. Known alterations from 
the hospital planning committee 
should be noted. This yearly rec- 
ord can be made up in the form 
of a chart, listing all projects as 
general maintenance, or it can be 
broken down into the individual 


PLANNING CHART 
Northwestern Hospitel 


4% 





Building Alterations 


Permanent Repairs Seasonal Jobs 





1. Remodel basement storage 
room into housekeeping of- 
fice. ; 


2. Install new steam table 
and gas stove in special 
diet kitchen. 


3. Continue soundproofing 
in pediatrics. 


1. Clean, test and repair 
radiator traps in Rooms 
401-430, 501-530 


2. Clean and peint base- 
ment corridors. 


1. Conduct thorough 
6-month check on op~ 
erating room air con- 
ditioning. 





1. Enlarge present record 
room, 


2. Install explosion-proof 
receptacles in operating 
rooms 6 and 7. 

3. Level off recessed sec- 
tion of boiler room floor. 
Finish off with four-inch 
concrete, 


1. Clean laundry ex- 
haust ducte. 


2. Complete check on 
window-type air con- 
ditioners. 





1. Install new surge tank. 


2. Ingtell new lighting 
feeders for Harriet Walk- 
er . 








1. Clean and check Vest 





LONG-RANGE planning in Northwestern Hospital's maintenance department is 
based on preparation of a year-round chart. Only three of 12 months are shown. 
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trades. Planning such as this helps 
to balance the load on the mainte- 
nance department. 

2. Monthly work schedule: A loose 
monthly work schedule should be 
drawn up to take into considera- 
tion unaccountable repairs and 
breakdowns. This schedule should 
consider first the time required for 
preventive maintenance. Second, it 
should include uncompleted work 
from the previous month’s sched- 
ule and projects from the plan- 
ning chart. Last, pending work 
requisitions should be brought into 
the schedule on a priority basis 
set by the administration. 

In clarifying work schedules, 
something should be said about 
the special nature of maintenance 
work. There is no set pattern of 
how or when furniture, fixtures 
and machines are going to be in 
need of repair, whether through 
accident, carelessness, or manu- 
facturing flaws. Also, in a preven- 
tive program, there is a point of 
diminishing returns. In other 
words, a piece of equipment is in- 
spected no oftener than is neces- 
sary for reasonable efficiency and 
continuance of operation. 
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PAINTERS 


2 Men finish 
Merrill Hall. 
1 Man outside 


all of July. 


2 Men on rms. 


3 Men on 
ms. and 





furniture 





Wash sink 
for Men's 


Locker Room 





Install 
explosion 


proof outlets 
in O.R. 


per 


A SECOND type of chart is one in which 
a monthly plan is broken down into the 
individual trades within the department. 


Scheduling will vary greatly in 
each plant because of the portion 
of each day that maintenance per- 
sonnel must spend on everyday or 
spontaneous repairs. If the time 
factor is difficult to predict, the 
maintenance employees should fill 
out work sheets for a few months 
whereon they designate the time 
spent on various jobs. 

3. Work requisitions: The third 
part of a corrective maintenance 
program is the careful routing of 
work requisitions. The main ob- 
jective of routing work requisi- 
tions is to lengthen the time avail- 
able for permanent repair. 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 
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Clean and 
overhaul both 


vacuum pumps 
East and West. 


Caulking on 
stones on West 


end roof. 


All repair requisitions should go 
through the engineering office, 
whether they are called in, sent 
in on written slips, or entered into 
the maintenance notebooks. 

If a policy is set up within the 
hospital requiring work orders to 
be submitted by 10 a.m. if they 
are to be completed that day, a 
longer period will be left free for 
permanent repair. Limiting repair 
time will reduce the number of 
trips to the same area. It is under- 
stood, of course, that this does not 
apply to work orders of an emer- 
gency nature. Second, the use of 
maintenance notebooks at various 
stations throughout the hospital 
allows employees to enter minor 
repairs. Maintenance notebook 
slips can be picked up as experi- 
ence warrants, either every day or 
two or three days a week. The 
maintenance notebook is a further 
means of grouping repairs. 

Work requisitions should be 
made out in duplicate, one to re- 
main in the engineering office, and 
one to go to the individual me- 
chanic. This enables the engineer 
to have a check on completed work 
at the end of the day. The me- 
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Hundreds of hospitals all over the coun- 
try have found that job-proved Acousti-Celotex 
Sound Conditioning is a sound investment that pays 
double dividends. 


First—it protects patients from the disturbing effects 
of unwanted noise, brings the quiet comfort essential 
for speedy recovery! Second—it creates the restful 
environment doctors, nurses and service personnel 
need for maximum working efficiency! 


A sound-absorbing ceiling of Acousti-Celotex Tile 
instantly quiets routine noises in lobbies, corridors, 
kitchens, wards, nurseries. Quickly installed at mod- 
erate cost! Standard perforated Acousti-Celotex Tile 
requires no special maintenance—can be painted re- 
peatedly and washed without impairing sound- 
absorbing capacity. 


Sound Conditioning tt ca Sound lwediiner?.. 


THE CELOTEX CORPORATION, 
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As a member of the world’s most experienced Sound 
Conditioning organization, your local distributor of 
Acousti-Celotex products can assure you—in ad- 
vance—the most efficient, most attractive installa- 
tion possible. He has the broad training and 
“‘know-how’’—the job-proved methods—the com- 
plete line of top quality materials necessary to meet 
every specification, every requirement, every build- 
ing code! 

FOR A FREE ANALYSIS of your particular noise prob- 
lem, write now for the name of your local distributor 
of Acousti-Celotex products. We will also send you a 
free copy of the informative booklet, ‘“The Quiet 
Hospital’”’—on request. Address: The Celotex Cor- 
poration, Dept. F-21, 120 S. La Salle St., Chicago 3, 
Ill. In Canada: Dominion Sound Equipments, Ltd., 
Montreal, Quebec. 


Acousn-Cexorex 


REGISTERED U. 5. PAT. OFF 


Sound Conditioning Products 


PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM 


120 S. LA SALLE ST., CHICAGO 3, ILLINOIS 































chanic’s copy is returned to the 
engineering office with an “O.K.”, 
indicating that the job has been 
’ completed, or a notation explain- 
ing why it was not completed. 

4. Departmental coordination: The 
maintenance department should 
cooperate fully with other depart- 
ments. This will help eliminate 
some delays in work stoppages. By 
showing consideration to other de- 
partments in giving them advance 
notice of work to be done in their 
area, time for uninterrupted work 
will be more easily planned. 

Personnel in the various depart- 
ments should be thoroughly in- 
structed in the handling of equip- 


boiler room and engine room if 
it is at all possible. Noise is a great 
Even though 
work areas are limited, an attempt 
should be made to make the area 
convenient and to provide ade- 


factor in fatigue. 


quate space for storage of tools. 


Necessary labor saving tools and 
equipment should be provided for 
personnel in the department. Care 
should be taken, though, to obtain 
equipment that does not go beyond 
their proficiency. Advantage of 
motorized tools should be taken 
only when mechanics are skilled 
to the degree that they can handle 
them. If they have not had the 
training to handle units such as 
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ITEM NEEDING REPAIR: 


NORTHWESTERN HOSPITAL 
REQUISITION FOR REPAIRS 


LOCATION. DATE 19____ TIME 
rFL.oor ROOM 

CHECK ONE - HOSPITAL [J H WALKER [J COTTAGE [J 

OTHER [] WYMAN [J MERRILL [J SER. BLDG. [J 





SOURCE OF TROUBLE: 











JOB ASSIGNED TO 


APPROVED 





ENGINEER 











WORK REQUISITIONS are designed to lengthen the time available for permanent repair. 
A duplicate copy is filed with the engineer to provide him with a check on completed work. 


ment. It should be the engineer’s 
responsibility to help in the initial 
instruction of either the individual 
workmen or supervisors. Person- 
nel in other departments should be 
told of the added burden to the 
hospital and to the maintenance 
department that negligence and 
carelessness creates. The mainte- 
nance department in return should 
set an example. Their work should 
be done in a workmanlike manner 
and should be neat and orderly. 

5. Working conditions: An at- 
tempt should be made to obtain 
good working conditions. Supply- 
ing proper light and ventilation in 
work areas pays dividends in in- 
creased efficiency of personnel. 
Shops should not be located in the 
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welders and machine lathes, the 
hospital is money ahead to send 
out the work. The engineer should 
be aware of the fact that equip- 
ment, though it might not be feasi- 
ble to purchase, may be rented 
for nominal fees. The proper 
equipment goes hand in hand with 
proper planning for projects. Ma- 
terials should be lined up before 
starting a job. Plans for building 
alterations should be drawn up 
and approved by authorized per- 
‘sons before the work is started. 
Plans may merely mean a job lay- 
out detailed to the point where it 
can be thoroughly understood by 
the individual mechanic. 

Too much cannot be said about 
proper indoctrination of employees 








in methods of repair. A mechanic 
who does a neat and orderly job 
usually does a thorough job. Time 
spent making improper, short- 
lived repairs is wasted time. In 
making repairs, the goal should 
be to return a piece of equipment 
to as near its original condition as 
material and labor expenditures 
warrant. 

A happy relationship among em- 
ployees and between management 
and employees is another very im- 
portant factor. Periodic mainte- 
nance meetings are helpful in 
bringing about a better under- 
standing among department em- 
ployees and are also a means for 
departmental improvement. Em- 
ployee suggestions for improving 
working conditions and methods 
should be readily received. The 
engineer should have a strong in- 
terest toward his job, since his at- 
titude is reflected throughout the 
entire maintenance department. As 
the head of the maintenance de- 
partment he is the first link be- 
tween the maintenance employees 
and administration. It is important 
to see that the hospital receives a 
fair return and also that the wel- 
fare and interests of the employees 
are considered. The employee looks 
at his job not only from a financial 
return but also from the security 
that it will afford him. 

To function effectively, workmen 
must have a thorough orientation 
to the plant; adequate knowledge 
as to the workings of various 
pieces of equipment, material and 
replacement parts, and an under- 
standing of hospital and depart- 
ment policy. The last item is highly 
important. If a workman is so cur- 
tailed that he must leave his job 
for every deviation from the nor- 
mal run of repair to get an O.K. 
to go ahead, he will waste count- 
less hours throughout the year. It 
is just as important, if this leeway 
is granted to the employee, that 
the engineer stand behind his de- 
cisions as his own. 

In conclusion, it should be re- 
membered that these critical times 
make it especially important to 
have a healthy maintenance or- 
ganization. Shortages of material 
and equipment are certain to affect 
all hospitals, which in turn will 
force equipment into use beyond 
its normal life. 
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HOW AVAILABLE: GELUSIL* ‘Warner,’ the 
safe, effective and reliable antacid preparation 
is purely local and non-systemic in its action. 


TABLETS —each containing magnesium trisili- 
cate, 0.5 Gm (7.5 grains) and dried aluminum 
hydroxide gel, 0.25 Gm (4 grains): boxes of 
50 and 100, and bottles of 1000 tablets. 
LIQUID— magnesium trisilicate, 0.5 Gm (7.5 
grains) and aluminum hydroxide, 0.25 Gm (4 
grains) per 4 cc (1 teaspoonful) : bottles of 6 
and 12 fluidounces. 


Seley, S. A.: Medical Management of Pyloric 
Obstruction Resulting from Peptic Ulcer, Am. 
J. Dig. Dis., 13:238, 1946. 


*T. M. Reg. U. S. Pat. Off. 
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GE LU STD ern 


Once in a long while a remedy is evolved 
which meets practically all of the medical 
requisites: effective, safe, and reliable. 
In the management of peptic ulcer or 
hyperacidic conditions, GELUSIL* ‘Warner’ 
by combining comparatively non-reactive 
aluminum hydroxide gel with magnesium 
trisilicate, provides the advantages of both. 


Prompt relief 
Prolonged relief 


Prompt action 
Prolonged action 


without secondary acid rise, chloride 
depletion, or danger of alkalosis; 
and, most important, there is practically 
no constipation. 


WILLIAM R. WARNER 


Division of Warner-Hudnut, Inc. 
New York « Los Angeles * St. Louis 
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ENGINEERING and MAINTENANCE ms 


Ungrounded circuits 


CHECKS ARE made from time to 
time on the progress which vari- 
ous hospitals are making in com- 
plying with the National Fire Pro- 
tection Association recommenda- 
tions for the use of combustible 
anesthetics. 

It was rather surprising the 
other day to find a hospital install- 
ing explosion proof electrical out- 
lets and a conductive operating 
room floor without knowledge of 
the electrical circuits recommend- 
ed for hospital operating rooms. 
Engineers are aware of the hazard 
of touching a live electrical wire 
and at the same time being ground- 
ed to earth by wet shoes or wet 
hands. For some reason, however, 
some engineers are missing the 
hazard involved in installing a con- 
ductive floor without taking proper 
electrical precautions. 

N.F.P.A. Pamphlet No. 56 re- 
quires what: is known as an un- 
grounded or isolated circuit in the 
“anesthetising location.” Ordinary 
alternating current comes with a 
“hot wire’ and a neutral. The 
neutral is a wire that runs to 
ground. The circuit is completed 
by running the electricity from the 
hot wire through a current-using 
appliance and then to the neutral 
or ground. 

The isolated or ungrounded cir- 
cuit is taken off a one-to-one 
transformer so that there are two 
hot wires and no ground wires. 
This circuit is such that a connec- 
tion between one of the wires and 
ground does not give a complete 
circuit. With this type of protec- 
tion, anyone standing on the con- 
ductive floor of an operating room 
and coming in contact with an un- 
covered wire, or a defect that is 
in contact with an uncovered wire, 
does not receive a shock. 

This type of protection is nec- 
essary both to prevent electrical 
sparks which might ignite explos- 
ible anesthesia mixtures and also 
to prevent a shock to the operating 
surgeon. While the shock received 
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through the resistance built into 
the operating floor is of a minor 
nature, it is still undesirable. Those 
who wish to study the require- 
ments for this circuit and for the 
accompanying “ground detectors” 
should refer to section 5-5 (Ar- 
rangement of Circuits) of Pam- 
phlet 56 of the National Fire Pro- 
tection Association. 


Pneumatic tubes 


Pneumatic tube installation now 
can be made, according to a re- 
cent announcement, with a great 
deal more neatness of appearance 
on nursing floors and with the 
elimination of a step in the con- 
struction procedure. 

The new equipment (FE-1)* al- 
ready installed in some new hos- 











pitals, is an in-wall station which 
is factory assembled and installed 
during the roughing-in construc- 
tion stage at the same time that 
the pneumatic tube runs are placed 
in the walls. Plastering is then 
later brought out flush with the 
rims of the cabinets. 


Leaking faucets 


One reason for leaking faucets 
is the wear of the valve seat on the 
faucet washer. A new faucet and 
valve washer is furnished as part 
of an assembly containing ball 
bearings (FE-2)*. Obviously, the 
ball bearings, if effective, will re- 
duce the rotation of the washer 
against the valve seat. 















Manufacturers claim that this 
assembly will substantially reduce 
leaking faucets. 


1951 institute plans 


Plans are under way for the 
1951 Institute for Hospital Engi- 
neers to be held on June 4-8 at 
the Hotel New Yorker, New York 
City. 

After last year’s selection of St. 
Louis as the institute site, a swing 
to the east seemed to be indicated. 

The eastern hospitals are well 
represented on the program com- 
mittee. They include Rhode Island 
Hospital, represented by Louis L. 
Brega; New York City’s Presby- 
terian Hospital, represented by 
Joseph W. Degen; Hartford Hos- 
pital, represented by Burton G. 
Lovell Jr.; and St. Luke’s Hos- 
pital, New York City, represented 
by Leland J. Mamer. The Public 
Health Service is represented on 
the committee by Sam Gilmer and 
T. Joseph Hogan. Administrators 
include I. E. Behrman and William 
G. Illinger. 

Following the pattern adopted 
in 1950,-a great deal of the insti- 
tute’s emphasis will be placed on 
such subjects as work organiza- 
tion, office procedures, safe prac- 
tices, and similar subjects that tend 
to make the maintenance depart- 
ment a more organized and effec- 
tive branch of the hospital. 

It is suggested that those who 
submit likely topics for discussion 
accompany them with names of in- 
dividuals who might be available 
to lecture on the suggested topic. 
In making such suggestions, it 
should be kept in mind that most 
of the faculty will be chosen from 
the immediate vicinity of the in- 
stitute location.—R. H. 





Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to Hospitats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 
low the items about which information 
is requested. 
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he NEW and EXCLUSIVE 


Silehic” a 


CEILING-MOUNTED 
X-RAY TUBE CRANE 


Clears the floor for action! 


This universal, new KELEKET Ceiling-Mounted Tube Crane is suspended 
entirely from the ceiling. It eliminates floor rails ... is out of the way, 
yet in reach...clears the floor area completely. 

The Universal Ceiling-Mounted Tube Crane is a revolutionary develop- 
ment, first brought to practical reality by Keleket. You will agree this 
Universal Tube Crane affords a noteworthy advance for all radio- 
graphic and therapy technics, 

Offers effortless, fool-proof operation. Three stereoscopic shifts. Un- 
paralleled tube manipulation is afforded by 360° rotation of tube. 
Provides smooth, finger-tip movement and positioning over any area. 

WRITE FOR COMPLETE DETAILS 


THE KELLEY-KOETT MANUFACTURING CO. 
210-2 West Fourth Street, Covington, Ky. 
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“Veterans Hospitalization Planning” 


—a report on a major problem 


ITHIN RECENT years, hospital 
Mt icsttses in the United 
States have been concerned with 
the effect that current govern- 
mental planning for veterans’ hos- 
pitals may have on the develop- 
ment and maintenance of hospital 
facilities for the general popula- 
tion. 

Recognizing the conflict between 
the two systems, the American 
Hospital Association inaugurated a 
study to determine its possible 
consequences. This study, initiated 
in 1946, was conducted by com- 
mittees, councils, and staff mem- 
bers of the Association. One staff 
member has given a major part of 
his time to accumulating data, 
clarifying the issue. 

1947 report: Early in 1947, the 
Association published a prelimi- 
nary report—‘“Federal Hospital 
Planning”—that was made avail- 
able to all members and others in- 
terested in national hospital devel- 
opment. Since that time, the 
American Hospital Association has 
given serious consideration to re- 
actions of other groups and indi- 
viduals who have been studying 
the same problem. 

Representatives of the Associa- 
tion have appeared before appro- 
priate committees of Congress, the 
Hoover Commission and the board 
appointed by the President to 
study veterans’ hospital planning. 
Conferences were also held with 
representatives of the American 
Medical Association, various state 
medical associations, the New York 
Academy of Medicine, the Ameri- 
can Legion and others. 

The objective of these confer- 
ences was to develop a mutually 
acceptable plan for veterans hos- 
pitalization that would insure ex- 
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cellent care for the veteran with- 
out jeopardizing the care being af- 
forded his family and the remain- 
der of the population. As this study 
has progressed over the years, a 
wealth of material and informa- 
tion has been accumulated, and the 
Association, through the House of 
Delegates, has expressed its re- 
action in numerous resolutions. 

A new document: Realizing that a 
resume of the Association’s atti- 
tude toward federal hospital plan- 
ning —and particularly veterans’ 
hospital planning — would be of 
value to Association members and 
others, the American Hospital As- 
sociation prepared a report, “Vet- 
erans’ Hospitalization Planning,” 
for general distribution.* 

This report was published in 
brochure form late in 1950 and is 
available to Association members 
on request. The story of the prog- 
ress of this study is intensely in- 
teresting. The report shows the de- 
velopment of the federal hospital 
system, emphasizing the lack of 
coordinated planning between gov- 
ernment and civilian interests. 

Knowledge of the development 
of the veterans’ hospital system is 
essential for a full understanding 
of what is happening today. The 
report relates the basis on which 
present planning is predicated and 
develops in detail the scope of cur- 
rent Veterans Administration fa- 
cilities. As the study of veterans 





Inquiries about books reviewed in 
the Literature department should be 
addressed to: the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





planning was conducted, much 
valuable information was accumi- 
lated from governmental reports. 

Nonservice disabilities: Review of 
the statistics indicates that in less 
than five years more than 90 per 
cent of all patients admitted to 
medical and surgical beds will be 
for nonservice disabilities. Au- 
thorities of the Veterans Adminis- 
tration believe that the total num- 
ber of beds necessary for the ac- 
commodation of service-connected 
cases now would not have to ex- 
ceed 52,000. On this basis, approx- 
imately 53,000 are now being 
maintained solely for the accom- 
modation of patients with non- 
service disabilities, and all those 
provided in the future will be for 
this class of veteran. 

“Veterans Hospitalization Plan- 
ning” points to the inordinate size 
of the present veterans’ hospital 
system and its proposed expansion 
to approximately 300,000 beds 
within the next few years. In this 
connection, the Association has 
specifically recommended that the 
present veterans’ system be limited 
to the number of beds that may be 
efficiently administered and ade- 
quately staffed. 

Attention is directed to the find- 
ings and recommendations of the 
Association as they were expressed 
in the Association’s first report, 
published in 1946. After the study 
of the Canadian plan for veterans’ 
medical care and hospitalization, 
made by an American Hospital As- 
sociation staff member, a report 
was submitted contrasting the 
American and Canadian plans. The 
essential details of this report are 
included in “Veterans Hospitaliza- 
tion Planning.” 

Association testimony: A resume 
of the testimony of Association 
representatives before the Hoover 
Commission is given in detail and, 
after this, there is a’ summation of 
the Hoover Commission findings 
and recommendations. The reac- 
tions of other groups, including the 
New York Academy of Medicine, 
are given also. 

In summation, the report says: 
“A review of the criticisms ex- 
pressed by the various authorities 
points to unanimity of opinion ex- 
cept as the veterans’ organizations 


*VETERANS HOSPITALIZATION PLANNING. Chi- 
cago, American Hospital Association. 1950. 
54 p. 
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insist upon a separate federal hos- 
pital system for all veterans. Ac- 
tually, this difficulty is recognized 
to be of minimal importance, since 
most authorities recommend only 
the limitation of the size of the 
veterans’ system, and not its abol- 
ishment. Furthermore, the recom- 
mendation for limitation has been 
made on a constructive basis to 
insure the continuance of a high 
standard of care in veterans’ hos- 
pitals without adversely influenc- 
ing the type of care that is now 
being afforded the general popula- 
tion. 

“It is an undisputed fact that 
professional personnel is in short 
supply. Since this is true, there 
can be no expansion of our hospi- 
tal systems, with maintenance of 
present standards, unless coordi- 
nated procurement is accomplished. 
Competition between government 
and voluntary interests does harm 
to both.” 

As the report was concluded, ob- 
jections were expressed to the in- 
ordinate waste incident to federal 
hospitalization and to the uncon- 
trolled expansion of privileges 
provided beneficiaries of the fed- 
eral government to receive hospi- 
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tal care. Certain specific recom- 
mendations were made to correct 
these faults. 

Resolutions passed by the Amer- 
ican Hospital Association and the 
Tennessee and Massachusetts med- 
ical associations are printed in the 
appendix of the report. 

All hospital administrators and 
others interested in the mainte- 
nance of adequate hospital stand- 
ards in this country will read this 
report with profit and interest. 
There are many elements of the 
veterans’ hospitalization problem 
that are being accentuated by the 
current national emergency. 

The maintenance of adequate 
hospital staffs, particularly, is a 
matter of deep concern. Should we 
continue to build veterans’ hospi- 
tals on an unlimited basis or should 
additional facilities be provided by 
coordinating the veterans and Hill- 
Burton programs? What bearing 
will an inordinately large veterans’ 
hospital system have on the main- 
tenance of voluntary hospitals and 
future national planning? The an- 
swers to these questions and many 
others of equal importance will be 
found in this excellent presenta- 
tion.—DALLAS G. SUTTON, M.D. 


Lee 


Three useful directories for the 


administrator’s bookshelf 


Psychiatric nurse inventory 


INVENTORY AND QUALIFICATIONS OF 
PsycHIaTRIc Nurses. Prepared by 
Aurelie J. Nowakowski, R.N. New 
York, National League of Nursing 
Education. 1950. 68 p. $1.50. 

Miss Nowakowski, staff assistant 
at the National League of Nursing 
Education, prepared this report on 
the questionnaire study of the psy- 
chiatric nursing project, which is 
being carried on through a grant 
from the National Institute of 


Mental Health as provided in the- 


National Mental Health Act. 
As a preliminary approach to 
the problem of providing more and 
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better-prepared nurses to meet the 
demands in the field of mental ill- 
ness, the consultants to the psy- 
chiatric nursing project decided 
that an inventory was necessary, 
showing the number and location 
of active psychiatric nurses. About 
9,100 questionnaires were returned 
by nurses actively engaged in 
nursing some form of mental ill- 
ness, providing the basis for the 
inventory which is presented in 
tabular form. 

The data are broken down into 
44 tables, grouped into four cate- 
gories. Classifications include dis- 
tribution by type of position, dis- 


tribution by age, distribution by 
institution, educational qualifica- 
tions and training (professional 
education completed after gradu- 
ation from basic school of nurs- 
ing), experiential qualifications by 
types of position, interest in ad- 
vanced nursing education by types 
of position, by age, by length of 
previous specialized training and 
by length of experience. 

The results of the inventory will 
form the background for future 
planning to provide more and bet- 
ter trained psychiatric nurses. 


Health planning councils 


DIRECTORY OF COMMUNITY HEALTH 
PLANNING CouNcILs. New York, 
National Health Council. 98 p. $1. 
Starting out with a definition of 

a health council and describing the 
various ways in which health coun- 
cils are set up in different com- 
munities, this publication lists the 
34 states and 1,190 community 
health planning councils identified 
in the course of a nation-wide sur- 
vey of such groups. This survey 
was completed by the National 
Health Council in 1950. The names 
and addresses of state, county, city 
and town, and neighborhood héalth 
councils, health divisions of com- 
munity welfare councils, and local 
public health advisory commit- 
tees are included, along with the 
names of their executives. Com- 
munity planning councils which do 
not have specifically constituted 
health divisions also are listed, 
since health is a vital part of broad 
welfare planning. 

This directory is another one of 
those helpful sources of informa- 
tion that could well be a part of 
a hospital library’s collection. 


Ambulance planes 


DIRECTORY OF AMBULANCE PLANES. 
Civil Aeronautics Administration, 
U. S. Dept. of Commerce. Wash- 
ington, D. C., Government Printing 
Office. 1950. 22 p. 

This directory lists ambulance 
planes by states as reported to the 
Civil Aeronautics Administration. 
The name of the agency providing 
the service and ‘the type of service 
provided are coded in the listings. 
A note in the front of the book 
explains the code. This is a useful 
directory, especially in those areas 
where airplanes are the most prac- 
tical means of transportation.—J.F. 
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moduline 


modern steel sectional furniture for hospitals and laboratories 





The easiest and most economical way to install basic cabinets, 
casework, and fixtures in the modern hospital and laboratory 





Moduline has made the planning and installation of hospital 
and laboratory fixed equipment an easy and comparatively 
low-cost problem. Moduline consists of a wide choice of 
standard drawer units, cabinets, sinks, work tables, etc., 
designed to make up a complete layout of basic equipment for 
laboratory, milk formula room, central supply, autopsy room; 
in fact, for any room where convenient, permanent work sur- 
faces, storage spaces, utility connections and facilities are 
required. Steel sectional units are available 24, 35, or 47 inches 
wide, making it possible to plan large or small installations 
with a minimum of technical experience and labor costs. Line 
drawings at right show representative units which may be 
quickly arranged to form continuous, interrupted or island-type 
installations of any desired size. Sink units are available with 
basins of stainless steel or Alberene stone. Tops and splash- 
backs of all units are of stainless steel; body structures are of 
electrically welded steel. Our planning department is prepared 
to submit suggested room layouts and cost estimates for your 
Moduline equipment. Please write for descriptive brochure. 











A. &§. ALOE COMPAN Y 
General Offices: 1831 Olive St., St. Louis 3, Mo. 
Branches: Los Angeles, New Orleans, Kansas City, Minneapolis, Washington, D. C. 
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New synthetic products —their 


potential uses in hospitals 


DEWEY H. PALMER 


MERICAN CONSUMERS are liter- 
A ally being engulfed with syn- 
thetic products. We are not only 
swamped with gadgets, knick- 
knacks and toys made of synthet- 
ics, but many of the old time staple 
products are gradually giving way 
to synthetic materials of one kind 
or another. Our blankets are 
changing from wool to vinyon, our 
floors from wood and asphalt to 
vinyl copolymer, our china to mel- 
amine, our laundry soaps. to 
mixtures of phosphates and sul- 
phonates, and natural rubber to 
neoprene and Buna S. And now 
we are told that owing to shortages 
of our natural petroleum resources, 
even our gas and oil may soon be 
synthesized from coal, as it has 
been in Europe for many years. 

If this trend continues at its 
present rate, the coming genera- 
tion will not know what is meant 
by a “natural” product. Some of 
us will reminisce about the old 
fashioned wool suits, the troubles 
experienced in the early days with 
soap products, and about the days 
before chinaware was relegated to 
the museums. 

The reason for this growing shift 
away from natural raw materials 
is that the man-made products are 
more uniform in quality, can be 
more easily handled, and in many 
cases give a better product for a 
particular use. Frequently, the 
synthetic product is less expensive 
because the natural material in- 
volves a greater amount of labor 
in growing, processing and fabri- 


Mr. Palmer is research director at the 
Hospital Bureau of Standards and Sup- 
Plies, Inc., New York City. Adapted from 
a paper presented at the American Hos- 
pital Association’s Institute on Hospital 
Housekeeping, Chicago, December 1950. 
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cating. Also, in some instances, we 
are being forced into using syn- 
thetics to avoid present depend- 
ence on foreign sources which 
might be cut off in a global war. 

Every hospital executive should 
be aware of the new developments 
in this field and know something of 
the advantages and disadvantages 
of the new synthetic materials. 


PLASTICS 


Today the variety of plastics be- 
ing manufactured and fabricated 
into products is tremendous. In 
this vast field there are three im- 
portant types that probably are of 
most interest to hospitals. These 
are the melamines, the vinyls and 
the polystyrenes. 

Most of us are by now quite 
familiar with melamine tableware. 
In considering plastic tableware, 
it is important to keep in mind that 
all of the melamine is manufac- 
tured by one company and is 
standardized as to quality and col- 
ors. Tableware molders purchase 
the melamine from this company 
to make the finished product. Pri- 
mary differences, then, are related 
to style and smoothness of surface. 

In comparison with ordinary 
chinaware, the sturdy, lightweight 
plasticware has one or two major 
deficiencies. The first of these is 
the tendency of the cups to stain 
and the second -is the compara- 
tively low hardness, which may 
result in cutting of the surface 
when sharp instruments are used. 


One new development worth 
mentioning is a nonstaining plas- 
tic that is now being given a trial 
run. This new plastic is softer than 
melamine plastic, but tougher, and 
therefore has greater impact 


strength. It is definitely less sub- 
ject to staining than melamine. 

Another type of plastic material 
that has found wide use is the 
vinyl plastic. Vinyl has several 
important characteristics that make 
it particularly suitable for many 
applications in institutions. It does 
not support combustion; it is re- 
sistant to acids and alkalies, and 
it is not affected by oils and chlo- 
rine compounds. It is finding appli- 
cation in the manufacture of sheet- 
ing for mattress protection, dra- 
peries and upholstery materials, 
and shower curtains. It is not only 
available as an unsupported film 
but is being used for coating fab- 
rics, for wall coverings, and as a 
coating on wall paper. Nonbreak- 
able phonograph records are also 
made of vinyl as are most of the 
transparent raincoats. 

One of the most interesting and 
promising applications of vinyl is 
in floor tile. Tests of such tile have 
shown it to have a resistance not 
only to all of the cleaning com- 
pounds and medications used in 
hospitals, but also an abrasive re- 
sistance that far surpasses that of 
linoleum and asphalt tile. It is 
probably the only flooring materiai 
today that is not attacked by one 
or more of the many products used 
in cleaning or waxing, or by some 
substance accidentally dropped on 
it. One institution, by eliminating 
waxing in a division of 8,000 
square feet, estimates that a saving 
of $560 a year will be made on 
materials and labor alone. 

The third plastic, polystyrene, 
is most familiar in the form of 
transparent dishes sold in depart- 
ment and five-and-10-cent stores. 
Polystyrene has such good optical 
properties that it is used in some 
types of lenses and magnifying 
glasses. It is light in weight, easy 
to mold, and tasteless and odorless. 
It is widely used in toys, wall tile 
and boxes for refrigerators. It 
should not, however, be allowed 
to come in contact with cleaning 
fluids, naphtha, gasoline, nail pol- 
ish remover, and the oils from 
lemon and orange rinds. 


SYNTHETIC DETERGENTS 


Old fashioned soap is rapidly 
being replaced by synthetic deter- 
gents. Only four years ago, syn- 
thetic. detergents accounted for 
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about 2 per cent of the household 
detergent market. Today they rep- 
resent 35 to 40 per cent. Their 
popularity is due to their more 
efficient cleaning properties and 
also to the fact that they work well 
in hard water without forming in- 
soluble compounds. Some idea of 
the tremendous expansion of this 
industry is indicated by a list of 
700 trade names of synthetic deter- 
gents printed in Soaps and Sani- 
tary Chemicals last year. 

A synthetic detergent acts both 
as a surface acting agent and as 
an emulsifier. Synthetic deter- 
gents are divided into three prin- 
cipal classes: The anionic, nonionic 
and cationic. Most of the familiar 
synthetic detergents fall into the 
first class—the anionic—and have 
detergent and wetting character- 
istics. They are the sulphonates or 
sulphates of animal, vegetable and 
mineral oils. These products are 
now commonly used in hand dish- 
washing compounds and in many 
of the general household type de- 
tergents. When used alone, they 
make excellent detergents for 
wool, nylon and rayon, but are not 
very effective for cottons. In com- 
bination with the phosphates and 
metasilicates they become even 
better than soaps for all types of 
washing and cleaning. 

In the second group, the non- 
ionic products, are detergents that 
emulsify very readily but do not 
ionize in water. Their concentra- 
tion, therefore, cannot be measured 
by any electrolytic device. Most of 
them have excellent detergent 
properties, but due to problems of 
packaging and shipping in liquid 
form, have only limited distribu- 
tion. 

The last group, the cationic, has 
germicidal as well as. detergent 
and wetting properties. The qua- 
ternary ammonium salts fall in 
this class. 


SYNTHETIC RUBBER 


The current international crisis 
is again bringing to the foreground 
the greater utilization of synthetic 
rubber, particularly such products 
as neoprene and Buna S (GR-S). 
Neoprene does not have the elas- 
tic properties of natural rubber 
but is much more resistant to oxi- 
dation and to the deteriorating 
effect of oil. It has wide applica- 





tion in the industry and has been 
made into at least one brand of 
surgeons’ gloves. 

Considerable quantities of the 
Buna S are being used in combina- 
tion with natural rubber for sheet- 
ing and rubber tires. When prop- 
erly formulated by the “cold 
rubber” process, Buna S tires give 
much longer life than natural 
rubber. 

The latest cutback in the amount 
of natural rubber in civilian prod- 
ucts will force the use of more 
synthetic rubbers into such hospi- 
tal items as rubber tubing, ice 
packs, water. bottles and sheeting. 
No doubt it will also be used in 
foam rubber mattresses, but if we 
can judge from past experience, 
the quality of foam rubber made 
of the synthetics will be consider- 
ably lower than for mattresses of 
all natural rubber. 


SYNTHETIC FIBERS 


Nylon is classed as a plastic but 
is being used primarily in the man- 
ufacture of fibers for various tex- 
tile products. Its characteristics 
are high tensile strength, low wa- 
ter absorbency and, in general, ex- 
cellent durability. It is being used 
widely for nurses’ uniforms, dra- 
peries, laundry nets and press cov- 
ers. Nylon is also being used for 
tooth brush bristles and will un- 
doubtedly replace most hog bristle 
for paint brushes as our source of 
supply for the natural product is 
cut off in China. 

We do not consider glass a syn- 
thetic material; nevertheless, glass 
fiber is being used in the pro- 
duction of woven fabrics and is 
taking the place of so-called nat- 
ural fibers for certain uses. The 
chief characteristic of glass fiber is 
its nonflammability. Asbestos and 
glass fiber fabrics are the only 
products that are completely non- 
combustible. Methods of dyeing 
glass fabrics are being improved 
constantly and interesting patterns 
for draperies have become avail- 
able. 

Of particular interest to hospi- 
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tals is a new vinyl derivative fiber 
that is being used in the manufac- 
ture of blankets. The excess shrink- 
age of woolen blankets has always 
been a probhlem for institutions, 
Special washing techniques and 
drying methods have been found 
necessary to avoid this trouble. 
One large chemical corporation 
has undertaken an extensive de- 
velopment program with the new 
vinyl-derivative fiber and it is now 
being woven into blankets by two 
large textile mills. Blankets made 
from this fiber show practically 
no shrinkage, have high tensile 
strength, and so far have proved to 
be very warm. Our experience 
shows, however, that current sam- 
ples tend to mat and assume a 
rather unpleasant appearance af- 
ter several launderings. The man- 
ufacturer claims that these diffi- 
culties are being overcome and we 
expect to see a great improvement 
in this product. 

Another plastic-fiber product 
has been developed that seems to 
hold great promise. It has a tensile 
strength similar to that of nylon 
but, in addition, is much more re- 
sistant to sunlight and oxidation. 
It is probably the most durable 
fiber we have for outdoor use. Ac- 
cording to the manufacturer it is 
being developed for suits and may 
also take the place of wool in other 
uses. 

Only a few of the major types 
of synthetic materials have been 
considered in this report. More and 
more of the synthetic materials 
are being used in such products 
as paint, insecticides, pharmaceuti- 
cals and drugs. Some of the new 
drugs are very expensive because 
of the limitations on source ma- 
terials. Unless they can be syn- 
thesized by comparatively inex- 
pensive methods, their application 
will be greatly limited. Cortisone, 
for example, is now partially syn- 
thesized from a bile acid and until 
cheaper methods of production are 
developed it cannot be made avail- 
able to all who need it. 

We are probably just entering 
the age of synthetics. It is likely 
that in the years to come we will 
use less and less of the “natural” 
materials and more and more of 
those materials that have been 
synthesized or drastically changed 
in their characteristics. 
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"THE ASEPTIC TREATMENT OF WOUNDS” 


Walter’s new, highly informative, fully illustrated 
book of vital importance to every 


This new book can truly be called an atlas of 
the operating room! Simply written and clearly 
illustrated, it presents and explains in a single 
volume the proved, scientific methods used to 
render aseptic the surgeon, his assistants, and 
all the materials that enter into a surgical pro- 
cedure. 

The Wilmot Castle Company offers the 
book as a tribute to the author and an expres- 
sion of the Company’s sincere desire to pro- 
mote interest in the development of a more 
rigid and better surgical technique. 

Please use the attached coupon for your 
copies. List price $9.00, special hospital dis- 
count 20%, $7.20 net, postage prepaid. 


HOSPITAL ADMINISTRATORS! 


Your hospital needs 3 copies . . . for the chief 
surgeon, the operating room supervisor and 
your own reference copy. 


LIGHTS AND STERILIZERS 
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i ee: 


OPERATING ROOM 
SUPERVISOR 


HOSPITAL 
ADMINISTRATOR | 


occeeee Dy Carl W. Walter, M. D. 


Associate Professor of Surgery, 
Harvard University 
Senior Associate in Surgery, 
Peter Bent Brigham Hospital 








“Its contents should be known to 
everyone who takes upon his shoulders 
the responsibility of opening the human 


body.” 
—Ellioll €. Culler 





WILMOT CASTLE CO. 
1184 University Ave. 
Rochester 7, N. Y. 


Please send, postage prepaid, 


hospital discount 20%, $7.20 net. 


O Check Enclosed O Bill Later 


Name 





Institution 


Address 











City 








copies of “The Aseptic 
Treatment of Wounds.” List price $9.00 each, special 
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Pest control materials 


PURCHASING AGENTS charged with 
the responsibility for buying ma- 
terials to rid their hospitals of 
insects, rodents and other pests 
might make this task much easier 
by writing to Pennsylvania for a 
149-page booklet, “Pest Control 
Materials, 1950.” This listing of 
4,022 trade name fungicides, herb- 
icides, insecticides, fungicide-in- 
secticide combinations and rodent- 
icides is the result of a project 
sponsored by the Pennsylvania 
Agricultural Experiment Station, 
the Maine Agricultural Experi- 
ment Station and the Northeast 
Agricultural Experiment Stations. 
Besides the trade name listings, 
the booklet breaks down the prod- 
ucts by their ingredients. The 
names and addresses of the sup- 
plying companies appear in al- 
phabetical form at the end of the 
booklet. 

“Pest Control Materials, 1950” 
is a revision of the first edition 
published in 1949 and contains al- 
most 2,000 more products than the 
earlier edition. The Subcommittee 
on Fungicide Nomenclature of the 
American Phytopathological Soci- 
ety has adopted this publication as 
its official list of fungicides for 
1950. 

Hospital personnel interested in 
obtaining single copies of this 
booklet may do so by addressing 
their requests to the director of the 
Agricultural Experiment Station, 
Pennsylvania State College, State 
College, Pa. 


Control of odors 


Many hospital people will be 
particularly interested in a pub- 
lication issued this year by the 
National Bureau of Standards, as 
circular No. 491. Written by Elmer 
R. Weaver, this circular discusses 
the control of industrial and house- 
hold odors. One sentence taken 
from the heart of the text is in- 
dicative of the basic recommenda- 
tions of the circular: “The best 
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solution of an odor problem is to 
find the material that is the source 
of the odor and remove it, if pos- 
sible. 

“When we cannot remove it, we 
can sometimes prevent its de- 
cay or change the rate of decay 
enough to make the condition tol- 
erable,” the circular states. “A 
class of compounds relatively new 
in commerce, the quaternary am- 
monium compounds, has value both 
as a detergent (cleansing agent), 
for which it is rather expensive, 
and for preventing the growth of 
bacteria and fungi.” 

The circular discusses studies 
that have been made with ozone 
in the role of a deodorant. The 
conclusion reported is that the ac- 
tion of the ozone is to paralyze 
the olfactory nerves so that the 
odor becomes imperceptible. At- 
tention is also called to the fact 
that a fairly mild dilution of ozone 


in the air (on the order of one 
part in 10 million) cannot be ex- 
ceeded without physiological haz- 
ard. 

To summarize, the article sug- 
gests: First, remove the source of 
odor; if this is impossible, remove 
the odor by rapid ventilation, and 
where this is impossible and the 
inevitable must be accepted, dis- 
guise the odor with a more pow- 
erful but more pleasant scent. 


Rat repellent research 


The army medical center at 
Walter Reed General Hospital, 
Washington, D.C., recently an- 
nounced the discovery of a new 
rat repellent as the result of work 
done by two army medical center 
employees. 

Staff members of the center’s re- 
search and graduate school dis- 
covered that an antibiotic called 
actidione was so distasteful to rats 
and mice that they would rather 
die of thirst than drink water con- 
taining even minute quantities of 
the drug. Neither would they touch 
cardboard treated with tiny 
amounts of actidione. 

Further investigations are being 
conducted, and it is thought that 
the drug might be used as a pro- 
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HOW IMPORTANT 


IS THE >. = 
SURGEON'S Comfort 


i 


( ; he surgeon reaches for a scalpel..he bends over the patient.. 


the operation may last 2-3-4 hours. His freedom of move- 
ment and comfort are vital to the operation’s success. Angelica 
pap gowns provide that comfort and freedom of movement 
-no binding, no looseness and completely capable of withstand- 
ing the punishment of long operations. 
ANGELICA SURGEON GOWN...STYLE 606 
1 Roomy raglan sleeves for freedom of movement. 
2 Tunnel belt and reinforced yoke for greater comfort. 
3 Absorbent snug-fitting double stockinette cuffs. 
4 Overlapping back panels for greater sterility. 
5 Full-cut, 54-inch finished length, full sweep. 
6 “Green -Line”’ combed yarn bartacked tape ties. 
Wide choice of exclusive Angelica fabrics, colors: jade green or white. 
Angelica Hospital Apparel Is Designed For 
Maximum Comfort, Durability And Economy 


® See your Angelica 
representative 
14 now 


UNIFORM CO. 
1427 Olive, St. Louis 3 177 N. Michigan, Chicago 1 
107 W. 48th, New York 19 1101 S. Main, Los a 15 


CONSTANT RESEARCH MAKES ANGELICA FIRST IN HOSPITAL APPAREL DEVELOPMENT 
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tective coating or impregnation in 
packaging. Also it might be used 
on the bark of trees to prevent its 
being chewed ‘by deer. 

No information is available con- 
cerning the danger to human be- 
ings of exposure, but the product, 
if safe to use, could be of great 
benefit in hospital stores depart- 
ments, particularly those areas 
where foodstuffs are stored. It is 
a by-product in the preparation of 
streptomycin. 


Touch-control burner 


One fault of conventional bun- 
sen burners is that the flame may 
be dangerous when allowed to 
burn during periods of nonuse. 
With the growing trend toward 
hospital dental departments (30 
per cent of all hospitals now have 


them) the number of bunsen burn- 
ers in hospital use increases pro- 
portionately. 

Recognizing this, one manufac- 
turer has come out with a bunsen 
burner (FP-1)* that flames only 
when needed, by touch control. 
According to the manufacturer, 
this burner produces a full, regu- 
lated flame as the hand or finger 
touches the on-off platform (see 
picture). As the hand is removed, 
the flame automatically goes out, 
leaving only a low burning pilot. 
A continuous flame can be obtained 
by depressing and turning the 
platform. 

A draft guard, which may be 
rotated in any direction, shields 
the pilot and keeps the main flame 
burning steadily.—L. P. G. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to HospiTats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 
low the items about which information is 
requested. 
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Current price trends 





ITH THE COMING of the new 

year, another record high 
was set for the all-commodities 
index of wholesale prices. Prices 
for the week ending Jan. 2, 1951, 
were at an unprecedented 176.7 
per cent of the Bureau of Labor 
Statistics’ 1926 “normal.” 

The new index was 2.3 per cent 
above the index of one month pre- 
vious, 12.6 per cent above the May 
24-June 24 average, and 16.9 per 
cent above 1950’s comparable week. 

Almost all major groups, except 
for farm products and foods, ad- 
vanced to new peak levels. 


Prices for both hogs and steers 
were higher, with hogs advancing 
11 per cent in one week to $21.12 
per hundredweight. Steers reached 
a high set in September 1948 of 
$34.37 per hundredweight. 

Sugar went up to $6.37 per hun- 
dred pounds, a new postwar high. 

Early in the month, the nation’s 
largest steel producer announced 
increases which averaged 5% per 
cent. 

As this issue went to press, wool 
tops climbed to a new postwar 
high of $3.70 a pound—80 per cent 
above the pre-Korea level. 





27 28 
COMMODITY 1950 


All commodities 

Farm products 

ES ee ee 

Textile products 

Fuel and lighting 
a | 130.7 

Metals and metal 


Building materials .... 


Source: Bureau of Labor Statistics. 


TABLE 1—PRICES WITHOUT PRECEDENT 


Weekly Index Numbers of Wholesale Prices—1926=100 
Dec. Dec. Dec. 
1 26 


This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- 
sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather than 
as a final compilation. The monthly index should be used for fuller coverage. 


5 2 9 
1950 1950 1951 
176. 
189. 
182. 
ak 
136.1 


187.4 
222.4 








Nov. No 
COMMODITY 1940 194, 


All commodities 
Farm products 
Foods 
Textile products 
Cotton goods 
Fuel and lighting materials.. 
Anthracite coal 
Bituminous coal 
Electricity 
Gas 
Building materials 
Brick and tile 
Cement 
Lumber 
Paint and paint materials 
Plumbing and heating materials 
Structural steel a 
Other building materials. 
Drugs and pharmaceutica 
materials 
Raw materials 
Semi-manufactured arti 
Manufactured products .. 
Purchasing power of the d 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2—THE DWINDLING DOLLAR 


Monthly Index Numbers of Wholesale Prices—1926=100 
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A narcotic control system for 


use in the small hospital 


KENNETH K. ATKINS 


ESPONSIBILITY for accurate and 
R complete control of narcotics 
is placed very exactly by state and 
federal authorities on the hospital 
administration. As inspections are 
relatively infrequent, the smaller 
institution must provide a system 
of day-to-day audit of its narcotic 
stock. Many smaller hospitals, and 
possibly some larger ones that do 
not have fulltime pharmacists, have 
been guilty of allowing adminis- 
trative control to become rather 
slipshod. 

Late in 1948, the Bath (N.Y.) 
Memorial Hospital (60 beds) was 
made aware of the immediate ne- 
cessity for more strict narcotic con- 
trol. Haphazard receipt and issue, 
coupled with incompletely entered 
and sometimes fragmentary rec- 
ords of actual administration to 
patients, became an avenue for cer- 
tain personnel to divert narcotics. 
The result of an official inspection 
disclosed this unfortunate condi- 
tion. The solution had to be im- 
mediate, and the technique of the 
controls established had to be right 
the first time, as there would be no 
opportunity to mend any “leaks”’ 
that might arise in practice. Of 
course, the hospital vitally wanted 
to keep its permit to purchase and 
dispense narcotics and certain oth- 
er specified drug items. 


RESPONSIBILITY FIXED 


In essence, the procedure as 
evolved assures a series of signa- 
tures that affix to each eight-hour 
period of the day exact inventories 
of all narcotic supplies in the hos- 
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Mr. Atkins, administrator of Bethesda 
Hospital, Crookston, Minn., prepared this 
article while he was administrator of Bath 
(N.Y.) Memorial Hospital. 
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pital. Further, they are recorded in 
such manner that at least two au- 
thorized individuals must share 
responsibility for any narcotic dis- 
pensed. Barbiturates were included 
for purposes of control in the same 
general class as narcotics. 

To insure that all authorized per- 
sonnel concerned became familiar 
at once with their duties and re- 
sponsibilities, a standard operating 
procedure was developed on a dup- 
licated form and given to each 
nurse, nursing supervisor, and 
member of the medical staff. Quot- 
ing from sections of this standard 
procedure: 

“.. . the charge nurse for each 
floor unit will prepare in ink all 
requests for narcotics (drug requi- 
sition, figure 1) and will forward 
them through the nursing office to 
the administrator for. issuance. 
Each such request must be accom- 
panied by a completed record of 





THE BATH MEMORIAL HOSPITAL 
BATH, NEW YORK 


DRUG REQUISITION No. 
Floor Unit Date 








Type 





Unit. 





Requested by. 
Approved by. 








Received 














By 
|_M41M BK 3-49 


INITIAL requisition for drugs (fig. 1!) is 
filled out by charge nurse on each floor. 





narcotics administered (form, fig- 
ures 2 and 3). The completed re- 
quest will include the unit de- 
signation; the drug item, type, 
strength, and quantities; the sig- 
nature in ink of the charge nurse; 
the initials of the nursing super- 
visor, and the date of the request. 
The administrator will approve, 
sign, date and return to the floor 
unit the initial request when filled. 
Requests will be kept single copy 
in the book; when the book is used, 
return to the administrator’s office.” 

This approval and filing was later 
delegated to the superintendent of 
nurses. 

The drug requisition form is is- 
sued in pre-numbered single-copy 
booklets of 50. The numerical se- 
quence of these booklets is record- 
ed as booklets are required in a 
confidentially secured file in the 
nursing office. 

“ . . If one or more tablets or 
units remain unused at the time 
the request is made for additional 
issue, do not return such units; 
when the (record) form is fully 
completed and all units of the drug 
given, .the completed record will 
be forwarded to the administrator’s 
office for filing. 

“The individual record of nar- 
cotics administered form for each 
drug by type and strength are most 
important to insure proper control. 
Each line of the record will be 
fully completed at the time the 
prescribed medication is given to 
the patient: Date by month and 
day; hour of the day; name of pa- 
tient, type and strength of medica- 
tion ordered (vis orally or by injec- 
tion), and signature of the nurse 
or physician who actually gives 
this medication must be included. 
No initials are permitted, nor is the 
“Per __.” permitted. No inter- 
or intra-floor unit loans are per- 
mitted. The breakage of vials, 
crushed tablets and the like are 
to be noted on the reverse side of 
the record of narcotics adminis- 
tered form under the section en- 
titled remarks. Each such notation 
will include date, explanation and 
signature, not initials, of the per- 
son responsible when accidental 
destruction occurred together with 
the signature of a witness. If no 
witness, it must be reported to the 
nursing supervisor immediately. 

“Narcotics, barbiturates, and spe- 
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cial prescription drugs will at no 
time be given to any patient with- 
out the evidence of a signed pre- 
scription which must be on record 
prior to the actual administration 
of the drug. Members of the. . 

medical staff will sign personally 
all orders for drugs to be given 
patients—for the inpatients on tne 
individual! patient’s chart; for out- 
patients and those not yet ad- 
mitted in a doctor’s orders book, 





to be located, respectively, in the 
operating room, emergency room 
... No telephonic orders from phy- 
sicians will be permitted save when 
in the opinion of the responsible 
nurse or physician life will be en- 
dangered. It will be the responsi- 
bility of the physician-on-call to 
sign definite orders for drugs given 
all patients under emergency con- 
ditions. Floor units authorized sub- 
sidiary stocks of prescription drug 
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RECORD OF NARCOTICS ADMINISTERED 






















Name of Patient Dose | Amt. 








Doctor or Nurse 













































S-N-1 
NARCOTIC STOCK RECORD 











Type. Strongth 
Signaturo Signature Bal. 
Received) Iseucd | Ward Sanne edt feel on hand 
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THE CHARGE nurse on each floor keeps an inventory of narcotics on the pre- 
scribed form (fig. 2). Personnel coming on duty in each of three shifts provide a 
further check on drug control (fig. 3), noting any accidental destruction. The 
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administrator is responsible for keeping the main narcotic stock record (fig. 4). 





items will keep such stocks at ALL 
TIMES under locked supervision. 
These stocks will be located in east 
wing 1, east wing 2, new building 
2, new building 3, emergency room, 
and.operating room. Each charge 
nurse must assume the responsibil- 
ity to inventory separately each 
narcotic, barbiturate, and other 
prescription drug items with the 
nurse who relieves her from duty. 
She and her relief must record on 
the reverse side of the appropriate 
record of narcotics administered 
form the date and quantity of such 
items on hand, and each must sign 
her initials.” 

Key to locked box will then be 
given to the relief nurse. 

“The main narcotic stock rec- 
ords (figure 4) will be kept by the 
administrator in his office. He will 
sign for all items received: from 
suppliers and for all issues made 
to floor units. The charge nurse (or 
supervisor) on each floor unit will 
sign receipts for each issue to unit 
stocks, except when no responsible 
nurse (those allowed to give pre- 
scribed medications) is assigned to 
that unit; supervisor will then sign 
and be responsible to see that cur- 
rent issue is placed in locked stock 
on ward.” : 

Periodic check inventories by 
count are noted on these same per- 
petual inventory sheets over the 
signatures of both the superintend- 
ent of nurses and the hospital ad- 
ministrator. 


CONTROL SYSTEM EQUIPMENT 


The equipment adjunct to this 
control system is simple and less 
costly than was anticipated. The 
main bulk stock of narcotics and 
certain special drug items are kept 
in a small safe, used only for this 
purpose, in the nursing superin- 
tendent’s office where supervisory 
personnel are on duty 24 hours. 

The safe is approximately 22 x 
15x15 inches, interior measure- 
ment, with the door double-flanged 
and secured at top and bottom by 
self-acting bolts. It has a T-10 
underwriters rating and weighs 
about 350 pounds. 

Each of the floor units, the emer- 
gency and ‘operating rooms has 
small double-walled cash boxes 
equipped with non-interchangeable 
key locks set flush with the cover 
surface. These boxes are of great 
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The Mortar and Pestle 
of the American Indian 


The antiquity of the mortar 
and pestle illustrated can 
only be conjectured. The 
American Indian used such 
utensils for household as 
well as medicinal purposes 
and, because of their 
primitive civilization, 
probably used the same 
design for scores of 
thousands of years. The 
specimen illustrated is made 
of sandstone, a shallow and 
crudely hollowed out bowl, 


LEDERCILLIN* 


Penicillin Parenteral 


Notwithstanding the intense and productive search for new 

and powerful antibiotics, the place of penicillin in the healing 

of the sick remains secure. 

It is almost universally employed in the treatment of gonorrhea, 
syphilis, actinomycosis, gas gangrene, Vincent's angina and yaws. 
It is also effective against many pneumococcal and streptococcal 
infections and against some strains of staphylococci. Penicillin is an 
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indispensable member of the hospital pharmacopoeia. 
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For intramuscular use: 


LEDERCILLIN Suspension (Procaine Penicillin G Aqueous 
Suspension), for rapid action. 
Packaged in vials of 1 cc. with disposable syringe, and vials of 10 ce. 


LEDERCILLIN PARENTERAL (Crystalline Procaine Penicillin 
G with Buffered Crystalline Penicillin G Potassium), for immediate 
flooding of the tissues followed by sustained penicillin levels. 
Packaged in 1 and 25 vials of 1 dose each, 1 vial of 5 doses, and 1 vial of 10 doses. 


For intravenous injection: 


Buffered Crystalline Penicillin G Potassium. 


Packaged in vials of 100,000 units, 200,000 units, 500,000 units, and 1,000,000 units each; 
50 cc. vials of 1,000,000 units; 100 cc. vials of 2,000,000 units and 5,000,000 units each. 

















































structural rigidity as the outer wall 
is separated from the inner by a 
layer of three-sixteenths-inch as- 
bestos, which renders them almost 
tamper-proof. To assure their re- 
maining where placed, they were 
bolted from the inside to built-in 
cabinets placed in each unit serv- 
ice room. All duplicate keys are 
placed in sealed envelopes and de- 
posited in the safe. 

To facilitate issue and inventory 
routines, all items are issued in 
multiples of five, and no more than 
20 units are issued on any drug 
requisition. Small tablets are placed 
in size 0 gelatin capsules, which 
in turn are put into clear-plastic, 
stoppered bottles of 3 or 4 dram 
capacity. These are then labeled 
with name, type, and strength. Am- 
poules are placed in small paper 
boxes purchased to accommodate 
10 each of the 1 or 2 cc. size. The 
use of vials is discouraged. 

Purchases of bulk stock are made 
in units of 100, which, although 
slightly more expensive, are far 
easier to inventory and audit. Floor 
units must have all routine re- 
quests filed on the drug requisition 
form in the nursing office by 8 
o’clock each morning. These are 
reviewed, filled, and delivered in 
person by the superintendent or 
her assistant by 10:30 a.m. With 
required daily review of floor 
stocks by supervisory nursing per- 
sonnel, emergencies are kept to a 
minimum. 

Incidentally, all nursing depart- 
ment services directly concerned 
with patient care are recorded in 
three different colored inks—blue 
for the day, green for the after- 
noon, and red for the evening. This 
has proved an important visual aid 
of work performance, particularly 
in checking entries made on control 
records. 

The comparatively simple though 
rather detailed system of control 
worked smoothly after the first few 
days. In the initial phases, the 
superintendent of nurses reviewed 
all proof-of-use sheets, including 
those with small balances remain- 
ing, prior to the administrator’s 
filling another drug requisition for 
an identical item. Shortly, how- 
ever, both review and issue were 
delegated to the superintendent of 
nurses. The standard procedure has 
been modified in practice to read 
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“superintendent of nurses” in place 
of “administrator” except in pur- 
chase routines. 

This standard operating proce- 
dure with copies of the various 
forms composing the control sys- 
tem were sent to the Narcotic Con- 
trol Section of the New York State 





Department of Health for review 
and comments, and it was given a 
written approval. Subsequently the 
procedure was submitted to the in- 
vestigators assigned to that office 
for suggestion to other hospitals 
where correctional measures are 
needed. 








Medical notes 
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and comment 





Review anesthesia service 


LESS THAN a third of the trained 
anesthetists and anesthesiologists 
needed to administer anesthesia 
during 1949 were available, ac- 
cording to a survey made by the 
American Association of Nurse 
Anesthetists and summarized in 
the November issue of the associa- 
tion’s Journal. 

Last year there were more than 
11,500,000 anesthesias adminis- 
tered, including both surgical and 
obstetric, with only 5,155 workers 
available who were qualified by 
membership in either the medical 
or nurse anesthetist organizations. 

The association reports that the 
average anesthesia case lasts 
slightly longer than one hour and 
that the average annual number of 
cases in 1949 was 685 anesthesias 
per nurse anesthetist. It then con- 
cludes that during the present 
shortage of trained workers, one 
solution would be “to relieve the 
qualified nurse anesthetist of an- 
cillary duties so that more time 
might be given to the actual ad- 
ministration of anesthesia.” 

One section of the survey of par- 
ticular interest to hospital admin- 
istrators and personnel managers 
was on tenure of employment of 
nurse anesthetists. During the first 
few years of employment, the as- 
sociation found that nurse anes- 
thetists are apt to wander from job 
to job. Of 1,800 nurse anesthetists 
reporting, 31 per cent had been in 
their present position for one year 
and 33 per cent had been in their 
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previous position for one year or 
less. Seventeen per cent of the anes- 
thetists, however, had held their 
job for five years and 18 per cent 
had remained in their previous po- 
sition for five years. 

Acknowledging the fact that em- 
ployment records are too broken 
in many cases, the association says, 
“The high percentage of anesthe- 
tists with an employment record of 
only one year, even when the new 
recruits to the field are excluded, 
testifies to the unsettled habits of 
certain young anesthetists. But we 
also have evidence that certain 
hospitals as well as anesthetists 
deserve to be put on the black list.” 
The association suggests that such 
matters as quality of supervision, 
appearance of living quarters and 
personnel policies, as well as sala- 
ry, be examined by administrators 
who are desirous of cutting down 
the rapid turnover. 


Anesthesia-oxygen mixtures 


Research is still being carried 
forward to discover a means of 
diluting anesthesia-oxygen mix- 
tures with an inert gas that would 
serve to reduce explosibility. Some 
years ago, extensive research was 
carried on by the Bureau of Mines 
in the use of helium. 

The October issue of Anesthesi- 
ology carries a preliminary report 
of work being done with carbon 
tetrafluorine as the diluent. This 
work, being done at the Mayo 
Clinic by Cecil S. Jones, Albert 
Faulconer, and Edward J. Baldes, 
indicates that this gas may permit 
the use of combustible anesthesia 
gases and oxygen in safe propor- 
tions with-a radically reduced 
danger of explosion. The work is 
in the laboratory stage, however, 
and no effort has been made to 
determine whether the carbon tet- 
rafluorine is safe for inhalation. 
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A plan for training employees 


of the dietary department 


ROSEMARY L. LODDE 


and again we face -the pros- 
pect of manpower shortages in 
dietary departments, along with 
increasing labor and food costs, 
shorter work weeks, unskilled 
workers and countless other prob- 
lems.'Utilization of personnel 
through training and work sched- 
uling may be helpful in relieving 
the situation. 

In order for supervision and 
management to be effective, those 
under supervision must be efficient 
workers. To develop the satisfac- 
tory and satisfied worker, training 
of the employee is a “must.” 

The first step in any training 
program — whether on-the-job or 
classroom, individual or group — 
is the planning, upon which the 
success of the program is depend- 
ent. It is well to solicit suggestions 
from members of the dietetic staff 
and employees so as to determine 
the units where there are evidences 
that all is not running smoothly— 
to note operational problems affect- 
ing efficiency, which employees 
need training and what their atti- 
tudes regarding training are. 

Planning and discussing the sub- 
ject of training with the employees 
will prepare them for the program, 
will make them a part of the plan- 
ning and will show them that their 
needs and desires are being con- 
sidered. Furthermore, it will result 


groTHER NATIONAL emergency, 


Miss Lodde is with the dietetic division 
of the Veterans Administration, Washing- 
ton, D. C. Presented at the Institute for 
Hospital and Institutional Food Services, 
Sponsored by the American Hospital Asso- 
Clation in Washington, Oct. 13, 1950. This 
article was reviewed in the Veterans Ad- 
Ministration and published with the ap- 
Prova] of the chief medical director. The 
Statements and conclusions published by 
the author are the result of her own study 
and do not necessarily reflect the opinion 
or policy of the Veterans Administration. 


FEBRUARY 1951, VOL. 25 


in better operation because the in- 
dividual who knows exactly what 
to do usually does more than the 
minimum requirements of a job; he 
does the work more quickly and 
efficiently and he even supervises 
himself. Thus, the employees are 
motivated and are in a receptive 
mood. The “learning” process is 
made easier because they realize 
that their needs and desires are 
considered. 


SYMPTOMS OF NEED 


Some of the symptoms of need 
are excessive turnover, absentee- 
ism, tardiness, accidents, griev- 
ances, poor employee relations, 
high production costs, operation 
bottlenecks, wasted man-hours and 
reduced quality and quantity of 
production. If needs are not spe- 
cific, it may be necessary to analyze 
all duties and requirements. “Get 
behind the employee to see what 
he sees.” A check list provides a 
planned approach for the super- 
visor to gather information. Clear- 
cut goals or performance require- 
ments serve as good yardsticks for 
measuring quality and quantity 
output of the worker. 

Along with identifying needs for 
training, the employees in need of 
training are selected on the basis 
of performance. The supervisor is 
the one who is constantly observ- 
ing workers and appraising them 
in terms of attitudes, skills and 
work output. He usually can name 
his best and worst employees with- 
out a formal plan for checking. 

After the needs are studied, it 
may be found; ironically, that it 
is the supervisor who should have 
training. It is most important that 


the supervisor know his responsi- 
bilities and the work of his sub- 
ordinates and how to supervise and 
direct others. Supplementary train- 
ing for supervisors may well be 
the first of the training program. 
“Occupational osmosis” used in the 
past for developing supervisors is 
possible but not-probable. It is gen- 
erally agreed that the supervisors 
need the technical knowledge and 
the supervisory ability. They also 
need refresher training regularly 
in order to direct adequately the 
activities of employees in the lower 
levels. Furthermore, they must be 
able to put over ideas. 


TYPE OF COURSE 


The type of course to be given 
will depend upon the information 
obtained from the study of the 
needs. The orientation and induc- 
tion course is important for all new 
employees and should be attended 
by the supervisors periodically so 
that continuation and follow-up 
will be assured. Other types of 
courses may include refresher, im- 
proved methods, safety and sani- 
tation,’ as well as supervisory 
courses. 

The preparation of clear-cut ob- 
jectives is followed by the consid- 
eration of course content and the 
time to be allowed for the course, 
the length of each period (prefer- 
ably not longer than 30 minutes), 
the number to be trained (four to 
six for on-the-job and 20 for class- 
room instruction) and an appropri- 
ate training method. Individual in- 
struction might be on-the-job, 
rotation of assignments, or under- 
study. Group instruction will in- 
clude lectures, demonstrations, 
discussion, lecture-discussion and 
lecture-demonstration. 

Training materials and training 
aids should be selected wisely and 
should serve their purpose as aids. 
It is not easy to instruct with words 
only, and visual aids can be most 
helpful if they are appropriate and 
correctly used. 

Films and film strips should be 
ordered well in advance and pre- 
viewed and studied so that they 
may be discussed before and after 
showing to trainees. Merely show- 
ing the film is not teaching any 
more than is handing a book of 
instruction to a trainee and doing 
nothing more. Illustrative materi- 
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als, posters and charts are helpful. 
Not too many handouts should be 
used. Tests should be pertinent and 
applicable and need not necessarily 
be written. Tests show progress 
and weak points, and whatever 
type of test best shows this should 
be used. 


INSTRUCTORS 


A recent survey indicates that 50 
to 75 per cent of the average hos- 
pital dietitian’s time is spent in 
teaching—formal or informal class- 
es, on-the-job, or as the occasion 
arises. Responsibility for planned 
instruction should be assigned pre- 
ferably to more than one staff mem- 
ber or supervisor so that substitutes 
are available when emergencies 
arise. Members of other depart- 
ments are cooperative and helpful 
in instruction of their particular 
specialty, such as maintenance, 
safety or sanitation. 

After all the details are planned, 
the instruction is given incorporat- 
ing the materials and techniques 
already discussed. Employee in- 
terest and participation are im- 
portant. Using experienced em- 
ployees as assistants is helpful in 
creating enthusiasm. Training is 
only as successful as the spirit in 
which it is given. A well-ventilated, 
light, quiet classroom, conveniently 
located, does much toward main- 
taining interest in class. Through 
evaluation of the program, com- 
paring results with objectives and 
evaluating the instructor’s work, 
opportunities for improvement can 
be noted. 

Training and work planning go 
hand in hand. We agree that the 
employee must be well trained to 
be efficient, but we also agree that 
his work has to be planned by the 
ones viewing the whole operation 
in order that schedules will allow 
for dovetailing of duties, proper 
overlapping, no repetition and no 
waste of time and materials. 


HUMAN RELATIONS 


The employee must feel that the 
director of the dietary department 
and her staff are interested in him 
as a person, as well as in the work 
that he performs. He must feel 
free to go to members of the diet- 
ary staff with problems concerning 
his work and its relation to his 
home matters. The dietitian must 
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be a sympathetic listener. Many 
times his home problems are re- 
flected in the quality of his work 
and may be alleviated by proper 
adjustment in work schedules. 

Special consideration should be 
given to the employees’ regular 
days off duty and to holidays. Ar- 
ranging for the same day off may 
be difficult for the dietitian, but it 
pays dividends in maintaining high 
morale among the workers in the 
department. Vacation schedules 
should be made well in advance 
and altered only when absolutely 
necessary. All work should be 
planned over a seven-day week, 
with avoidance of split shifts ex- 
cept in an emergency. 

Another way to interest employ- 
ees is through the assignment of 
some responsibilities to all and 
stressing that these responsibilities, 
however meager, are important as 
a part of the over-all operation. 
The nonprofessional supervisory 
personnel (the chief cook, food 
service supervisors, head baker and 
meat cutter) should be given defi- 
nite responsibilities, authority and 
support to carry on the work in 
their particular units. They should 
be given the opportunity to review 
and use materials and books that 
reach dietitians’ offices. They 
should plan time and duty sched- 
ules for those under their direct 
supervision, as well as maintain 
on-the-job training programs. 

The rotation plan of assignments 
for food service workers has many 
advantages. Good judgment has to 
be exercised in this regard, but if 
it is scheduled properly, all work- 
ers become trained in all jobs. This 
simplifies relief schedules, work 
does not become monotonous, and 
the tedious job becomes a short- 
time assignment rather than the 
day-after-day task. Usually em- 
ployees who do a variety of tasks 
are a more desirable and a happier 
group. Rotation should be accord- 
ing to the prepared schedule, not 
according to day-by-day emergen- 
cies. The employee must know his 
assignments for the rotation plan 
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to function well and to the satis- 
faction of all. 

The first consideration on the 
planning and operation level should 
be the number of positions needed 
—cooking, baking, meat cutting, 
vegetable and salad preparation, 
special orders, scullery, janitorial, 
storerooms and refrigerators, dish- 
washing, dining room and/or cafe- 
terias and tray service. After the 
number of positions are deter- 
mined, the positions need to be 
described. Job analyses also are 
most important. The position or 
activity is broken down into speci- 
fic duties. The duties are then out- 
lined for the day, or days if duties 
vary by the day. These job descrip- 
tions and time and duty schedules 
are studied to eliminate repetition; 
to combine, dovetail and overlap; 
to consider the timing of the work, 
and to determine the minimum 
number of employees necessary. 

When it is agreed that further 
improvement in the duty schedule 
must await results of a trial period, 
the time and duty outline or work 
schedule is posted for use. Posting 
will help to eliminate unnecessary 
questions, errors and instructions. 
This ‘tabulated information might 
also be studied to determine the 
number of different types of daily 
assignments that are needed and 
those duties that might be com- 
bined to complete each activity at 
the proper time. 

Further suggestions that may be 
helpful in bringing about efficient 
and economical utilization of die- 
tetic personnel include: 

|. Attention to planning the gen- 
eral diet or menu by adding sup- 
plementary foods to meet all mod- 
ified diet requirements. Thus a 
special order unit in the main 
kitchen will replace the separate 
special diet kitchen. 

2. Thorough study of personnel 
needs in regard to the preparation 
of the breakfast meal so as to re- 
duce the number of dietetic em- 
ployees on the early shift. 

3. Planning each employee’s tour 
of duty to cover two meal periods 
and utilizing kitchen employees in 
serving units during meal periods, 
allowing a skeleton force in the 
kitchen to cook food during the 
serving periods. 

4. Careful consideration to 
scheduling so as to have balanced 
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New Food Conveyor Brings You These 
Advantages of Selective Menu Service 


EvERY DAY more hospitals are learning the “Selective Menu” lesson. 
The experience of many institutions proves that providing a choice 
of foods and getting them to the patient in palatable form has 
important advantages. For one thing, patients’ morale is improved 
and recovery is speeded. There’s more appetite appeal, less food waste, 
greater satisfaction with your hospital’s service. 


ONE CONVEYOR, MANY TOP ARRANGEMENTS — The 
Blickman “Selective Menu” Food Conveyor has been specially 
designed to provide a variety of foods for selective menus. It is built 
entirely of stainless steel. Square and rectangular pans, furnished with 
each conveyor, can be arranged in different ways within each of the 
two rectangular wells. Combinations can be varied according to the 
food requirements for any given meal. Since it transports food in 
bulk, fewer trips are required, reducing elevator use considerably 
during mealtime. 


NEW, SEAMLESS, SANITARY TOP — The “Selective Menu” Food 
Conveyor also achieves high standards of sanitation with the new 
crevice-free, sanitary top. All surfaces are smooth and continuous 
where wells meet the top deck. Thus dirt-collecting traps around 
wells found in ordinary construction are entirely eliminated. Why 
not investigate the unusual features of this new conveyor now? ... 
Write for helpful booklet. 


“Selective Menu” Food Con- 
veyor at Stamford (Conn.) 
Hospital. Nurses carry trays 
from diet kitchen to patients 
with food that is hot and 
appetizing. 


Blickman-Built 


FOOD. SERVICE EQUIPMENT 


COFFEE URNS STEAM TABLES 








‘Patients Enjoy food 
Meals Are More falatable 
° Men Has Greater Variety 
¢ Less food \s Wasted, 
° Elevator Loads Are Reduced 








FOOD CONVEYORS 


CHOOSE the top deck arrangement needed for any spe- 
cific menu. Variety of sizes in square and rectangular 
insets permits flexibility in accommodating a number of 
vegetables, meats, fish, potatoes, soup and broth. 


a Rages onset 


SEAMLESS, crevice-free, sanitary top—all wells are part of 
the top deck, forming th, conti , crevice-free sur- 
faces where they join the top. Cleaning i is simple and quick. 





Send 

for 

Catalog 
Send for helpful descriptive literature 
explaining merits of the “Selective 
Menu” and describing this and other 

Blickman-Built Food Conveyors. 
S. BLICKMAN, INC. 


3802 Gregory Ave., Weehawken, New Jersey 
New England Branch: 10 High Street, Boston 10, Mass. 


WORK TABLES 


See the Complete Catalog of Blickman-Built F.od Conveyors in the Hospital Purchasing File 
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distribution of employees assigned 
to morning and afternoon duties. 

5. Scheduling employees assigned 
to cleaning floors, refrigerators, 
small and large equipment at the 
end of the day to report for duty 
later in the day. This makes them 
available to assist in serving the 
evening meal, after which they 
will perform the cleaning duties 
when the principal kitchen activ- 
ities are completed. 

6. Establishing a central prep- 
aration unit for salads, cold items, 
and nourishments to be distributed 








in individual portions from prep- 
aration to serving unit. The feas- 
ibility of this suggestion is depend- 
ent on physical plant, refrigeration, 
distance to be transported and 
type of conveyors. 

7. Staggering of meal hours so 
as to utilize a team of employees 
to man all tray serving units. This 
has been suggested through the 
years as a possibility but has not 
been too well accomplished. It’s 
just like the “early breakfast” in 
hospitals. The patient has to start 
his idle day early. 








DIETETICS ADMIN! 


Hints on equipment 


IN DEVELOPING his subject, “Re- 
lating Requirements and Capaci- 
ties to Size of Hospital,” at the 
Institute for Hospital and Institu- 
tional Food Services in Washing- 
ton, D. C., last October, Arthur W. 
Dana brought out a number of 
interesting facts about the cook- 
ing and preparation of foods in 
hospitals. Mr. Dana is.a restaurant 
consultant in New York City, spe- 
cializing in food preparation serv- 
ice, kitchen layouts and cost con- 
trols. Following are some excerpts 
from his talk: 
> Formula: In many cases the di- 
mensions of utensils follow a pat- 
tern. The formula for determining 
the volume of a stock pot is to 
square the radius and multiply by 
pi (3.14) and then by the height 
of the pot. This gives the number 
of cubic inches that it will hold. 
Since there are 231 cubic inches in 
a gallon and 57.75 cubic inches in 
a quart, dividing the total cubic 
inches by 231 or 57.75 affords the 
number of gallons or quarts, re- 
spectively, in the container. 
> Steam-jacketed kettles: In deter- 
mining the size of steam-jacketed 
kettles for cooking a piece of meat, 
one must first remember Archi- 
medes’ principle that an object dis- 
places an amount of water equal 
to the object’s weight. Therefore, 
60 pounds of roast would take 60 
pounds of water to cover it. (There 
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are 8.33 pounds of water in one 
gallon.) To the resulting gallon 
figure must be added 25 or 30 per 
cent to allow for space between 
the top of the liquid and top of the 
kettle for the liquid’s boiling. 

> Range tops: One unfortunate use 
for range tops is that of storing 
prepared hot foods. In many insti- 
tutions, universities and hospitals, 
just before meal time at least one 
if not two ranges in a battery of 
three or four are used primarily 
for keeping foods warm prior to 
serving. This method does not do 
an adequate job because it over- 
heats the bottom while allowing 
the top to cool. Thermostatically- 
controlled electric food storage 
warmers and steam-heated cabi- 
nets are more effective. 

> Coffee urns: The requirements 
for equipment needed for making 
coffee for patients are easily main- 
tained by considering the capacity 
of the coffee pots. In the staff cafe- 
teria, however, an interesting situ- 
ation presents itself. In a number 
of hospitals, as well as in univer- 
sity and industrial cafeterias, the 
ratio of milk to coffee and tea is 
approximately 50 per cent. 


A coffee urn large enough to 
provide everybody with coffee is 
not necessary in a staff cafeteria 
if the meals are staggered and if 
allowance is made for a fresh 
“batch” every 20 or 25 minutes for 
three serving periods. The size of 








the urn can thus be reduced to 
approximately one-third of the to- 
tal volume of coffee required. 

> Mashed potatoes: An interesting 
experience brought out the effect 
of steam upon whipped or mashed 
potatoes. The institution being vis- 
isted had two separate kitchens, 
both of which bought their pota- 
toes from the same source. In one 
kitchen, however, the mashed po- 
tatoes were soggy, dark and “sad,” 
and in the other kitchen they were 
light, fluffy and delightful. 

Observation of the process of 
steaming and mashing revealed the 
difficulty. The soggy mashed po- 
tatoes were produced in a kitchen 
where the mixer was near a win- 
dow. As the steam from the pota- 
toes in the electric mixing bowl 
billowed up in front of the cold 
window pane, it condensed and 
dripped into the potatoes. 

An experiment that corrected 
this trouble may prove helpful to 
others. As soon as the basket of 
potatoes was removed from the 
steamer, it was shaken so as to 
permit the steam to escape and the 
potatoes to dry. The potatoes were 
then covered with a clean towel 
to protect them from a draft and 
to absorb the moisture. 

In addition, the mixing bowl and 
the beater were preheated to pre- 
vent the condensation of the steam 
and to permit as much milk as pos- 
sible to be added to the potatoes, 
thus making them whiter and 
fluffier. 


Grade A fancy 


The appearance of the accom- 
panying seals on the labels of 
canned fruits and vegetables tells 
the dietitian and the purchasing 
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CONTINUOUS 
INSPECTION 


CEE 


agent that the product has been 
certified by the U. S. Department 
of Agriculture as the highest qual- 
ity attainable under government 
standards. 

“Grade A Fancy” signifies that: 
(1) The packing house has met the 
strict requirements of the federal 





HOSPITALS 
































































FEBR 





.. with 
plenty of 





citrus 


fruits 


References: 


1. Bartlett, M. K. et al.: 

Ann. Surg., 111:1, 1940. 

2. Bruger, M.: New York 

State J. Med., 44:2701, 1944. . 
3. Owens, G.: J. Kansas M. 
Soc., 47:458, 1946. 4. Lund, 
€. C. et al.: Arch. Surg., 
55:557, 1947. 5. Coller, E A. 
and DeWeese, M. S.: 

J.A.M.A., 141:641, 1949. 

6. Moore, E. L. et al.: 

J. Home Econ., 37:290, 1945. 
7. Roy, W. R. and Russell, 

H. E.: Food Industries 
20:1764, 1948. 8. McLester, 

J. S.: Nutrition and Diet 

in Health and Disease, 
Saunders, Phila., 4th ed., 1944. 


For all patients on surgical wards, to help insure maximal tissue repair 

and wound healing,’:”* sound supporting therapy today usually calls for the 
routine administration of adequate vitamin C,* both pre- and post- 
operatively. The nutritional preparation of the patient is “best carried out 
by the normal oral route whenever possible.”’ Fortunately, most 

everyone likes the pleasing flavor of Florida citrus fruits, so rich in 
vitamin C, and contributing other nutrients.* Whether fresh, canned or 
frozen, it is possible—under modern techniques of processing and storage— 
for citrus fruits and juices to retain their ascorbic acid content, 

and their flavor appeal, in very high degree over long periods.” Their 
energizing influence, because of their easily assimilable fruit sugars,” 

also gives constructive assistance in hospital care. 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


FLORIDA 


Oranges « Grapefruit «e Tangerines 


* Citrus fruits—among the richest known sources of vitamin C—also contain vitamins A and B, readily 
assimilable natural fruit sugars, and other factors, such as iron, calcium, citrates.and citric acid. 
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government in regard to plant 
housekeeping and sanitation; and 
(2) during the packing season, 
specially trained inspectors from 
the department of agriculture have 
supervised continuously the proc- 
essing and packing’in the factory. 

These seals further insure care- 
ful selection of vegetable or fruit 
as to size, color, degree of matur- 
ity and freedom from blemishes. 
Thus, the hospital using brands 
with. these shields on the labels 


knows that its patients are receiv- . 


ing high quality foods. 


Sound films on meats 


Six 16 mm. color, sound, food 
films are available for showing to 
hospital dietary departments. This 
series of free meat films shows: 
Tips on how to judge and select 
the best of meat, whether it is beef, 


how to prepare them with the least 
labor and time; how to cook them 
for the most nutrition and flavor; 
how to serve them in a variety of 
attractive ways; how to make 
carving a pleasure instead of a 
chore; and how to make pie crusts, 
pies, and tarts. Each of the films 
runs from about 10 to 15 minutes. 
They are bracketed in sets of two 
related films, wound on one reel. 
The six films are: (1) “Your 
Frankfurter Favorites,” (2) ‘“Bet- 
ter Bacon,” (3) “The A-B-C’s of 
Beef Cookery,” (4) “Can You 
Carve?” (5) “Spring Chicken the 
Year-’Round,”’ and (6) “Easy as 

Pie.” 
Quantity recipes 


A card file of quantity recipes, 
compiled at the University of IIli- 
nois for use in quantity cookery 


tals. These recipes include soups, 
entrees, meat, fish, vegetables, sa!- 
ads, hot breads, desserts, pies and 
cakes. 

The recipes have been standard- 
ized in multiples of yields from 
specific size pans and equipment 
and can be increased easily. The 
standard equipment suggested 
serves as a guide for purchasing 
equipment in a food unit. 

“Quantity Recipes for Quality 
Foods,” by E. Evelyn Smith, asso- 
ciate professor of institution man- 
agement at the University of IIli- 
nois, is made up of a total of 196 
recipes. 

They are printed on 4 x 6 inch 
cards and come in a heavy paper 
jacket.—M.G. 


Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 


poultry, bacon, or frankfurters; 





classes, is now available to hospi- 


quiries to Hospritats, Editorial Department, 
18 E. Division Street, Chicago 10. 
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Master Menus for March 


THE MARCH SERIES of the American Hospital As- 
sociation’s Master Menu is printed on this and the 
following pages. 

These menus reduce to a minimum the number of 
diets, simplify planning, decrease costs and conserve 
food preparation time. The general diet forms the 
basis of the seven most commonly used special hospi- 
tal diets. All except the liquid diets have been planned 
to include the nine food essentials and servings re- 
quired for nutritional adequacy. The menus are adap- 
table for selective service by greater variety in the 
choice of the two dinner and supper meats. 

Consideration is also given flavor, variety, attrac- 
tiveness and general acceptance by patients. Color 
is a factor, and color combinations must harmonize. 
Foods in each meal are planned in a variety of forms, 
not all fiat, high, or round but a pleasing combina- 
tion of shapes. Consistency, too, is important, and 
here the accent is on variety. If some foods are served 
in a soft form, a crisp food is included in the meal. 
Flavor gives zest to a meal, and this aspect receives 
consideration in the planning. 

To use these menus, (1) read the selections for the 
general (boldface type) and seven special diets, (2) 
type the day-by-day menu suggestions on transfer 
slips, spaced and numbered to correspond with the 
Master Menu Wall charts, and (3) attach the com- 
pleted slips on the spaces and corresponding numbers 
on the breakfast, dinner and supper wall charts. 

Additional blocks of perforated transfer slips and 
Master Menu kits may be purchased from the Asso- 
ciation, 18 E. Division Street, Chicago 10. 
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. Hot Vegetable Juice 

. Melba Toast 

. Broiled Flounder Fillets— 
Lemon Butter 

. Broiled Flounder Fillets 

. Parslied Potatoes 

. Parslied Potatoes 

. Pimiento Diced Celery 

. Baked Acorn Squash 

- Tossed Green Salad 

. Oil-Vinegar Dressing 

. Strawberry Shortcake, 
Whipped Cream 

. Canned Peaches 

. Strawberry Gelatin 

20. Unsweetened Peaches 

. Fruitade 


March 1 


Orange Slices 

. Grapefruit Juice 
Farina or Bran Flakes 
Soft Cooked Egg 

Link Sausages 

Raisin Bread Toast 


7 
8 
9 


aor onor 
et et 
onwreo 


_ 
~~ 


Consomme 

. Saltines 

. Swiss Steak* 

. Roast Loin Veal 

Whipped Potatoes 

Whipped Potatoes 

Green Beans 

Whole Carrots 

Head Lettuce Salad 

Blue Cheese Dressing 

. Cherry Rhubarb—White 
Cake Squares 

. Chocolate Rennet-Custard 

. Chocolate Rennet-Custard 

. Unsweetened Fruit 
Cocktail 

21. Apricot Nectar 


ADT RW OW M+] 
eR 
“ISS 


Pe pe et pe 


. French Tomato Soup 
3. Croutons 
. Sealloped Salmon 
25. Creamed Salmon 
. Cold Salmon on Lettuce— 
‘ Lemon 
. Baked Potatoes 
. Asparagus Tips 
. Fresh Pear and Green 
Pepper Salad 
. French Dressing 
. Banana Cake, White 
Mountain Icing 


noRee 
own 


. Vegetable Soup 
3. Crisp Crackers 
. Assorted Cold Cuts— 
Potato Salad—Spiced 
Beets 29. C > 
. Broiled Chopped Steak— 33" Goffec Shonse 
Beets 34. Unsweetened Canned 
. Broiled Chopped Steak— Plums 
Beets 


- A ; 5. Orange Juice 
. Parslied Potato Balls . Bread 


March 3 


| Hot Apple Tapioca, 1. Banana 
Gingersnap Hard Sauce 2. Tomato Juice 
- Applesauce 3. Rolled Wheat or Corn 
4 


: Celery Hearts 
0 


. Baked Custard Flakes 

. Unsweetened Applesauce . Serambled Egg 
. Pineapple Juice 5. Crisp Bacon 

. Rye Bread 6. Corn Muffins 


March 2 7. Consomme 


1. Half Grapefruit 

2. Blended Citrus Juice 

3. Wheat Flakes or Scotch 
Bran Brose 

4. Poached Ege 

5. Crisp Bacon 

6. Toast 


*Recipes in “Cooking Meat in 
Quantity,” published by the Na- 
tional Live Stock and Meat 
Board, copies of which may be 
obtained by writing to HosPirtaLs, 
Editorial Department, 18 E. Divi- 
sion Street, Chicago 10. 
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Monarch sponsors 
Arthur Godfrey 

over entire 

CBS Coast to Coast 
radio network! 


Starting the week 


ut 


of February 5th, 
Monarch Finer 
Foods will sponsor 


Arthur Godfrey 


every other day 


ona 15 minute radio 
broadcast, 10:00 to 
10:15 A.M., Eastern 


Standard Time. 


MONARCH 


World’s Largest Family of Nationally Distributed Finer Foods 
REID MURDOCH, Division of Consolidated Grocers Corp., Box 5009, Chicago, Ill. 
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. Saltines 
. Baked Ham 
- Broiled Lamb Pattie 


Glazed Sweet Potatoes 


. Whipped Potatoes 


Caulifiower, Plain or with 
Cheese Sauce 


. Green Peas 
. Spiced Crabapple, Celery 


Hearts, Olives 


: Broiled Grapefruit 


Grapefruit Sections 


. Lemon Rennet-Custard 
. Half Grapefruit 
. Cherry Nectar 


22. 
23. 


Pineapple Juice 


Spaghetti and Cheese Loaf, 
Tomato Sauce 


. Spaghetti and Cheese 


Broiled Veal Steak 
Glazed Sweet Potatoes 


. Spinach with Lemon 


Chunks 


- Head Lettuce Salad with 


Orange Sections 


. Clear French Dressing 


34 
35 
36 


Sterling Sauce 
. Snow Pudding, Custard 
Sauce 
. Snow Pudding 
. Unsweetened Apricots 
. Grapeade 


. Citrus Juice with Rasp- 
berry Sherbet 


. Meat Roly Poly, Brown 
Gravy* 
. Creamed Turkey 
. Cold Sliced Turkey 
. Fluffy Rice 
. Quartered Carrots 
. Raw Spinach and Radish 
Salad ~f 
. Italian Dressing 
. Chilled Peach Custard, 
Whipped Topping, 
Cherry Garnish—Rich 
Cookies 
Grapefruit Sections 
. Chilled Custard 
. Grapefruit Sections 
. Beef Bouillon 
. Bread 


32. 
33. 
34. 
35. 
36. 


Stewed Prunes, Pine- 
apple Chunks 
Canned Peaches 
Baked Custard with Jelly 
Unsweetened Peaches 
Grapefruit Juice 


March 8 


— 
ROC oO-1 ooF eH fe 


. Sliced Banana in Orange 


Juice 


. Orange Juice 
. Crisp Rice Cereal or 


Granular Wheat Cereal 


. Scrambled Egg 
. Crisp Bacon 


Toast 


. Consomme 

. Saltines 

. Roast Fresh Ham 

. Broiled Veal Pattie 
. Franconia Potatoes 


Whipped Potatoes 


. Mashed Rutabagas 
. Asparagus Tips 


Cinnamon Apple Salad 


. Carrot Rings 
. Molded Grapefruit, Apple, 


Walnut Salad 
Mayonnaise 


- Date Tapioca Pudding 
. Creamed Tapioca Pudding 
. Coffee Rennet-Custard 


Fresh Fruit Compote 


. Cream of Celery Soup 


. Potage Longchamps 
. Croutons 
. Grilled Ham—Fluffy Rice 


—Baked Banana with 
Cranberries 


. Broiled Veal Steak 


Broiled Veal Steak 
Fluffy Rice 


. Asparagus Tips 
. Esearole, Cauliflower and 


Green Pepper Salad 


. French Dressing 

. Coconut Layer Cake 

. Royal Anne Cherries 

. Cherry Gelatin 

. Unsweetened Cherries 
. Pineapple Juice 

. Bread 


- Lemon Sponge Custard 
. Chocolate Blanc Mange 
. Chocolate Blanc Mange 
. Fresh Pineapple 
. Pineapple Juice 


March 11 


1. Orange Halves 

2. Orange Juice 

3. Rolled Wheat or Puffed 
Rice 

4. Scrambled Ege 

5. Crisp Bacon 

6. Honey Buns 


. Jellied Prune Whip, 
Custard Sauce 
. Jellied Prune Whip 
. Jellied Prune Whip 
- Diced Orange Cup 
- Beef Broth 
Crusty Rolls 


March 6 


1. Tomato Juice 

2. Tomato Juice 

3. Wheat Cakes or Farina 
4. Soft Cooked Ege 

5. Link Sausages 

6. Toast 


. Cream of Corn Soup 
. Crisp Crackers 
. Country Fried Liver— 


March 4 


- Orange Juice 

. Orange Juice 

. Puffed Rice or Granular 
Wheat Cereal 

Baked Egg 

. Grilled Ham 

. Coffee Cake 


ome whe 


Beef Bouillon 
. Crisp Crackers 
- Roast Turkey, Savory Dry 
Dressing 
- Roast Turkey Slices 
New Potatoes 
New Potatoes 
. Brussels Sprouts 
. Pimiento Wax Beans 
Cranberry-Orange Relish 
on Lettuce 


won 


. Pineapple Mint Sundae 
. Lime Sherbet 

. Lime Sherbet 

. Fresh Pineapple 

- Apple Juice 


- Cream of Pea Soup 

- Melba Toast 

. Waldorf Raisin Salad— 
Minced Ham Sandwiches 

- Omelet—Sliced Young 
Zucchini 

- Omelet—Sliced Zucchini, 
Tomato Cottage Cheese 
Salad 

. Stuffed Baked Potatoes 


Fruit Punch—Chocolate 
Brownies 
- Royal Anne Cherries 
. Raspberry Gelatin 
- Unsweetened Cherries 
- Mixed Fruit Juice 


March 5 


. Fresh Grapes 

. Prune Juice with Lemon 
Juice 

. Hominy or Shredded 
Wheat 

. Poached Ege 

. Crisp Bacon 

. Toast 


7. Consomme 
8. Saltines 
9. Spiced Rolled Shoulder 
of Lamb* 
Roast Lamb 
Scalloped Potatoes 
. Riced Potatoes 
. Peas and Mushrooms 
. New Beets and Greens 
. Pineapple, Marshmallow 
and Cabbage Salad 


i Steamed Date Pudding, 


*Recipes in “Cooking Meat in 
Quantity,” published by the Na- 
tional Live Stock and Meat 
Board, copies of which may be 
obtained by writing to Hosprra.s, 
Editorial Department, 18 E. Divi- 
sion Street, Chicago 10. 
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. Beef Broth 

. Crisp Crackers 

. Deep-Dish Chicken Pie 
with Biscuits 

. Broiled Steak 

. Parslied Potatoes 

. Baked Potatoes 

. Broccoli 

. Sliced Oyster Plant 

. Orange Salad 

. Diced Avocado French 
Dressing 

. Chocolate Sundae 

. Chocolate Sundae 

. Orange Sherbet 

. Orange and Grape Cup 

. Cranberry and Apple Juice 


. Cream of Mushroom Soup 

. Saltines 

. Serambled Eggs with 
Noodles—Crisp Bacon 

. Scrambled Eggs with 
Noodles—Crisp Bacon 

. Cold Sliced Ham 

. Noodles 

. Asparagus Tips 

. Beet and Green Onion 
Salad 

. Paprika French Dressing 

. Cranberry Baked Apples 

. Applesauce 

. Cherry Gelatin Cubes 

. Unsweetened Applesauce 

. Blended Citrus Juice 

. Cornbread Squares 


March 7 


aoe othe 


pam pak fed 
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. Tangerine 

. Blended Citrus Juice 

. Oatmeal or Corn Flakes 
- Poached Ege 

. Crisp Bacon 

. Seotch Scones 


Essence of Celery Soup 
. Toasted Crusts 

. Salmon Loaf 

. Broiled Fish Fillets 
New Potatoes in Cream 
New Potatoes 

. Baby Lima Beans and 


Corn 
Julienne Carrots 
. Vegetable Relish Salad 


. Latticed Cherry Pie 

. Rice Pudding 

Lime Gelatin 

. Unsweetened Boysen- 
berries 

. Apricot Nectar 


. Cream of Oyster Plant 
Soup 

. Oyster Crackers 

. Toasted Cheese Sandwich 
—Pickle Chips, Celery 
Curls 

. Baked Cheese Sandwich— 
Broiled Tomato 

. Egg Halves—Cottage 
Cheese on Lettuce—Peas 

. Baked Potatoes 


: Tomato Salad 
. Mayonnaise 
. Fruit Compote—Peaches, 


Browned Creamed 
Potatoes 


- Broiled Liver 

. Broiled Liver 

. Cubed Potatoes 

. Green Beans 

. Tossed Salad 

. Herb French Dressing 
. Canned Apricots 

. Canned Peeled Apricots 
. Lime Gelatin 

. Unsweetened Apricots 
. Tomato Juice 

. Bacon Muffins 


March 9 


. Half Grapefruit 
. Apricot and Grapefruit 


Juice 


. Farina or Wheat and 


Barley Kernels 


. Soft Cooked Egg 
. Crisp Bacon 
. Toast 


. Beef Bouillon 
. Crisp Crackers 
. Golden Ocean Perch Fillets 


—Dill Pickle Sauce 


. Broiled Ocean Perch 
. Parslied Potatoes 

. Parslied Potatoes 

. Stewed Tomatoes 

. Baked Acorn Squash 
. Cole Slaw with Green 


Pepper Ring 


. Georgia Peach Cake 
. Canned Fruit Gelatin 
. Strawberry Gelatin 

. Orange Sections 

. Mixed Fruit Juice 


. Pineapple Juice with 


Orange Sherbet 


. Macaroni and Cheese en 


Casserole 


. Baked Trout 

. Baked Trout 

. Riced Potatoes 

. Chopped Spinach with 


Sliced Egg 


. Fresh Pear Blush Salad 
. Cream Mayonnaise 

. Baked Fudge Pudding 

. Applesauce 

. Soft Custard 

. Unsweetened Applesauce 
. Consomme 


. 


French Bread 


March 10 


1. 
2. 
3. 
4. 
5. 
6. 


ae 


Fresh Bose Pear 

Prune Juice 

Wheat Flakes or Oatmeal 
Poached Egg 

Grilled Ham 

Raisin Bread Toast 


Tomato Juice 


. Chuck Pot Roast, Brown 


Gravy* 


. Roast Beef Cubes 
. Baked Noodles 

. Potato Balls 

. Broccoli 


. Consomme a la Royal 
. Saltines 
. Chicken Fricassee—Spiced 


Apricot 
Roast Chicken 


. Mashed Potatoes 

. Mashed Potatoes 

. Parslied Cauliflower 
. Sliced Beets 

. Assorted Relishes 


. Maple Nut Ice Cream 
. Lime Sherbet 

. Lime Sherbet 

. Half Grapefruit 

. Cranberry Juice 


. Oyster Stew 
. Oyster Crackers 
. Pineapple, Orange, Stuffed 


Prune Salad—Finger 
Sandwiches 


. Broiled Chicken Livers 


on Toast—Spinach 


. Broiled Chicken Livers— 


Spinach 


. Baked Idaho Potatoes 
; Celery Hearts 


: Crisp Oatmeal Cookies 
. Sliced Pear and Straw- 


berry Gelatin 


. Baked Custard 
. Fresh Pineapple and 


Strawberry Cup 


. Blended Citrus Juice 


March 12 
. Banana 
. Apple Juice 
. Raisin Bran Flakes or 


Farina 


. Soft Cooked Ege 
. Crisp Bacon 
. Toast 


. Grapefruit Juice 


Short Ribs of Beef* 
. Broiled Beef Pattie 
. Parsnip Puffs 
. Parslied Potato Balls 
. Green Beans 
. Whole Carrots 
. Tossed Salad with Tomato 


Wedges 


. Celery Seed French Dress- 


ing 
. Raisin and Rice Pudding 
. Rice Pudding 
. Raspberry Rennet-Custard 
. Fresh Apple 
. Noodle Soup 


. Cream of Celery Soup 
. Wheat Wafers 
. Old-fashioned Pork Pie 


with Pastry Crust 


. Broiled Lamb Chop 

. Broiled Lamb Chop 

. Riced Potatoes 

. Green Peas 

. Green and Red Cabbage 


Salad 


. Tarragon Dressing 
. Home Style Peaches— 
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uae Laboratory and clinic tests prove that evaporated 
milk is not only more nourishing, safer, and more 
digestible for babies... . it is also more economical for 
F ho UJ Se i rm ul r,| hospitals than any other form of whole milk, or any 
or your infant feeding “compound”. No wonder recent sur- 
veys show that 80% of the hospitals that have a house 

formula use evaporated milk for infant feeding! 


tee use Carn ation oe the milk And out of the hundreds of brands of evaporated milk, 


Carnation is one that every doctor knows... one that 
every doctor kn OWS has been selected by America’s leading hospitals. Ask 

the doctors on your staff about these outstanding char- 
acteristics of Carnation that have made it a favorite 
for more than half a century: 


ling 





and 


1. Carnation Research Has Improved 

the Raw Milk Supply 
For years, champion cattle from the famous Carnation 
Farm have been distributed to dairy farmers all over 
the country, thus improving the local milk supply to 
the Carnation evaporating plants. 


2. Carnation Accepts Only Top-Quality 
Milk for Processing 
ss 4 : Carnation Field Men regularly check the farmer’s 
—_ : _— 1| j herds, sanitary conditions of the farm, and equipment. 
. f Milk is rejected if it fails to meet any single one of 
Carnation’s high standards. 


3. Carnation Processes All the Milk 
Sold Under the Carnation Label 
From cow to can, Carnation Milk is under Carnation’s 
own continuous control. It is processed in Carnation’s 
own plants with “prescription accuracy” to insure uni- 
formity of milk solid content, curd tension, viscosity 
fred S — 4 and quality. Carnation never has—and never will—sell 
a S ‘ milk processed by another company. 


a mm. 4 _ 4 é 4. Carnation Quality Control Continues Even 

F oe AFTER the Milk Leaves the Plant 
Ae y Every can of Carnation bears a control code number 
... 80 that Carnation representatives can check stocks 
regularly after they're shipped, to be sure hospitals 
(and mothers) receive fresh, quality milk. 


No matter what kind of milk you are now using, you 
should investigate the advantages of Carnation Evap- 
orated Milk for your house formula. Carnation is un- 
usually simple to prepare—works equally well with 
terminal heat or standard technique... with pressure 
or non-pressure terminal heating equipment. Order a 
supply of Carnation Milk today, and mail the coupon . 
below for free maternity ward material. 


ar nation , pengeonae COMPANY 


3 =~) Los Angeles 36, Calif. 
sato (@ ani! =) Please send me—free of any cost or obligation—a supply of crib 
esS= oe’ SS) cards, formula cards, and baby care leaflets, for use in our hospital. 
ng wy Carnation is an especially 
. § : , a suitable milk for infant 
sania ‘th Vv * a feeding, and for bland and NAME 





special diets. It bears 
the seal of acceptance of 
i the Council on Foods and HOSPITAL 
; Nutrition of the American 


J Ve 
Min D INCREASED « Homose 3 Medical Association. ADDRESS 


POSITION 














CITY. —_—ZONE—STATE 





“from contented cows” 
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Scotch Shortbread 


. Home Style Peaches 

. Orange Gelatin 

. Unsweetened Peaches 
. Mixed Fruit Juice 

. Cracked Wheat Bread 


7 
8 
9 


10 


. Consomme 

. Saltines 

. Roast Leg of Lamb— 
Apple Mint Jelly 

. Roast Leg of Lamb 






































March .13 


1. Orange Juice 

2. Orange Juice 

3. Granular Wheat Cereal or 
Corn Flakes 

4. Scrambled Ege 

5. Grilled Canadian Bacon 

6. Toast 


7. Mushroom Bouillon 

8. Crisp Crackers 

9. Veal Shoulder Roast, 
Peach Stuffing* 

Broiled Veal Steak 

Potato Souffle 

Steamed Potatoes 

Turnip Greens, Lemon 
Wedge 

Mashed Squash 

Grapefruit and Cranberry 
Salad 


10. 
ii. 
12. 
13. 


14, 
15. 


16. ——— 
17. Cream Puff 

. Cranberry Ice 

. Cranberry Ice 

. Unsweetened Plums 
. Apple Juice 


. Tomato Bouillon with 
Salted Whipped Cream 

23. Melba Toast 

. Ground Beef Patties— 
Grilled Sweet Potatoes* 

Minced Beef—Beets 

Broiled Steak—Beets 

Baked Sweet Potatoes 


25. 
26. 
27. 
28. 
29. 
30. 
31. 


32. 
33. 
34, 
35. 
36. 


March 14 

Half Grapefruit 

. Grapefruit Juice 

. Wheat and Barley Kernels 
or Hominy 

Soft Cooked Ege 

. Crisp Bacon 

Toast 


Asparagus Salad 

Paprika French Dressing 

Stewed Cherry Rhubarb 
with Pineapple Chunks 

Canned Pears 

Baked Custard 

Fresh Pear 

Blended Citrus Juice 

Blueberry Muffins 


. Essence of Celery Soup 

Paprika Crackers 

. Broiled Scrod, Chive 
Butter 

10. Broiled Scrod 

. Stuffed Baked Potatoes 

12. Riced Potatoes 

. Creole Celery 

. Green Peas 

15. Apple, Raisin, Walnut 

Salad 


con aoe core 


. Floating Island 

. Peach Floating Island 
Raspberry Gelatin 

20. Fresh Fruit Cup 

21. Apricot Nectar 


22. Corn Chowder 

23. Toasted Crusts 

24. Creamed Mushrooms on 

Melba Toast 

25. Creamed Eges 

26. Broiled Salmon 

27. Baked Potatoes 

28. Green Beans 

29. Fresh Fruit Salad 

. Cream Mayonnaise 

. Cream Cheese, Guava 
Jelly, Toasted Crackers 

2. Prune Whip 

33. Floating Island 

. Unsweetened Boysen- 
berries 

35. Orange Juice 

}. Parkerhouse Rolls 


March 15 

Orange Slices 

. Prune Juice with Lemon 
Oatmeal or Puffed Wheat 
Scrambled Ege 

Link Sausages 

Crumb Buns 


Sole CO Doe 





*Recipes in “Cooking Meat in 
Quantity,” published by the Na- 
tional Live Stock and Meat 
Board, copies of which may be 
obtained by writing to HospPirALs, 
Editorial Department, 18 E. Divi- 
sion Street, Chicago 10. 
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11. Oven-browned Potatoes 

12. Mashed Potatoes 

13. Oyster Plant, Plain or 

Creamed 

Spinach 

15. Golden Glow Salad with 
Pineapple Cream Cheese 
Layer 

. Mayonnaise 

17. Chocolate Cake Square 

with Vanilla Ice Cream 

18. Vanilla Ice Cream 

19. Raspberry Sherbet 

20. Grapefruit Sections 

21. Pineapple Juice 


22. Chicken Gumbo Soup 

23. Crisp Crackers 

24. Broiled Bacon—Rice Cakes 
with Honey Butter 

25. Grilled Chopped Beef— 
Sliced Carrots 

26. Grilled Chopped Beef— 
Grilled Tomato 

27. New Potatoes 


29. Carrot Sticks, Celery 
Hearts, Radishes 


. Fresh Fruit Cup—Peanut 
Butter Cookies 

32. Sliced Banana in 

Cranberry Juice 

Baked Caramel Custard 

34. Fresh Pineapple 

5. Grapefruit Juice 

. Bread 


March 16 


. Tomato Juice 

. Tomato Juice 

. Corn Flakes or Rolled 
Wheat 

. Poached Egg 

. Crisp Bacon 

. Toast 


1 

2 

3 

4 

5 

6 

7. Hot Vegetable Juice 
8. Crisp Crackers 
9. Sealloped Oysters 

10. Broiled Whitefish 

11. Saratoga Chips 

12. Parslied Potatoes 

13. Broccoli Club Style 

14. Pimiento Wax Beans 

15. Diced Avocado in Tomato 
Aspiec Salad 

Mayonnaise 

Lemon Meringue Tarts 

. Lemon Meringue Pudding 

Lemon Rennet-Custard 

. Fresh Pear 

21. Mixed Fruit Juice 


2. Cream of Spinach Soup 

23. Croutons 

24, Tuna Salad—Cinnamon 

Apple—Baked Potatoes 

5. Creamed Tuna 

26. Cold Tuna on Lettuce— 
Lemon Wedge—Celery 
Hearts 

27. Baked Potatoes 

. Green Peas 


30. - 
. Royal Anne Cherries 
32. Royal Anne Cherries 
33. Cherry Gelatin 

34. Unsweetened Cherries 
35. Apple Juice 

. Lemon Muffins 


March 17 

. Half Grapefruit 

. Apricot Nectar with Lemon 
Farina or Shredded Wheat 
Soft Cooked Ege 

Crisp Bacon 

Shamrock Biscuits 





Aim COD 





Mushroom Bouillon 

Saltines 

Baked Ham Slice 

Broiled Steak 

Watercress Irish Potatoes 

Parslied Irish Potatoes 

. Green Lima Beans 

Diced Beets 

. Minted Pear Salad with 

Pecans 

. Cream Mayonnaise 

. Raspberry Sherbet— 
Shamrock Cookies 

8. Raspberry Sherbet— 

Shamrock Cookies 

9. Raspberry Sherbet 

0 

1 
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. Minted Fresh Pineapple 
. Pineapple Juice 





22 
23 
24 
25 
26 
27 
28 
29 
30 
31 


32. 


33 
34 
35 
36 


. Lime Juice Cocktail 


. Irish Lamb Stew 

. Minced Lamb 

. Broiled Lamb Chops 

. Potato Balls 

. Whole Green Beans 

. Head Lettuce Salad 

. Thousand Island Dressing 

. Peaches—Angelfood with 
Green Icing 

Peaches—Angelfood with 
Green Icing 

. Baked Custard 

. Unsweetened Peaches 

. Consomme 

. Shamrock Rolls 


March 18 


1 
2 
3 
4, 
5 
6 


. Sliced Banana 

. Pineapple Juice 

. Wheat Flakes or Oatmeal 

Poached Egg (Omit on 
General) 

. Link Sausages 

. French Toast, Currant 

Jelly 


Grapefruit Juice 


; Roast Beef au Jus 
. Roast Beef 
. Mashed Potatoes 


12. Mashed Potatoes 


. Julienne Rutabagas 

. Chopped Tender Greens 

. Arabian Peach Salad 

. Mayonnaise 

. Spanish Cream— 
Strawberry Sauce 

. Orange Sherbet 

. Orange Sherbet 

. Orange and Strawberry 


Cup 
. Cream of Celery Soup 


. Mock Turtle Soup 


. Crisp Crackers 
. Club Sandwich—Sweet 
Gherkins, Celery 


5. Broiled Bacon—Carrot 


Rings 
. Sliced Chicken—Carrot 
ings 
. Baked Potatoes 


- Broccoli Salad 

. Vinaigrette Dressing 

. Chilled Canned Pears— 
Filled Date Cookies 

Canned Pears 

. Soft Custard 

. Fresh Pear 

. Tomato Juice 


March 19 


1 
2 
3. 
4 
5 


6. 


. Orange Slices 

. Orange Juice 

Granular Wheat Cereal or 
Puffed Rice 

. Scrambled Egg 

. Crisp Bacon 

Toast 


Pineapple Juice 


Ham Loaf* 

. Roast Lamb 

Candied Yams 

Steamed Potatoes 
Spinach with Lemon 

. Mashed Squash 

. Cabbage and Carrot Slaw 


. Chocolate Whipped Cream 
Tarts 

. Chocolate Pudding, 
Whipped Cream 

. Raspberry Rennet-Custard 

. Unsweetened Plums 

. Cream of Potato Soup 


Split Pea Soup 


. Croutons 

. Spaghetti and Cheese au 
Gratin 

. Minced Beef 

. Cold Roast Beef 

. Parslied Potatoes 

. Green Peas 

. Banana, Grapefruit, 

Strawberry Salad 

French Dressing 

. Applesauce Layer Cake— 
Lemon Butter Icing 

. Apricot Whip 

. Cherry Gelatin 

. Unsweetened Apricots 

. Mixed Fruit Juice 

. Crusty Rolls 


March 20 


1 
2 


. Half Grapefruit 
. Grapefruit Juice 


. Mushroom Bouillon 





Wheat and Barley Kernels 
or Farina 

. Poached Ege 

. Crisp Bacon 

Date Oatmeal Coffee Cake 


22. Apricot Nectar with Lime 


4 

8. Toasted Crackers 

9. Country Style Steak* 
10. Broiled Steak 
. Mashed Potatoes 
12. Riced Potatoes 
. Paprika Onions * 
14. Green Beans 
5. Orange and Endive Salad 

Bowl 

. French Dressing 
. Shadow Layer Cake 
. Shadow Layer Cake 
19. Lime Gelatin 
20. Orange Sections 
21. Blended Citrus Juice 


24. Oven Broiled Link 
Sausages—Blueberry 
Pan Cakes, Syrup 

25. Creamed Lamb Cubes— 

Spinach 

. Hot Lamb Cubes—Broiled 
Tomato Slices 

27. Riced Potatoes 





Asparagus Salad 

30. Clear French Dressing 

31. Pear and Plum Compote 

Jellied Canned Fruits 

. Baked Maple Custard 

34. Unsweetened Fruit 
Compote 

a. Beef Broth 


March 21 


1. Orange Juice 

2. Orange Juice 

3. Rolled Wheat or Crisp 
Rice Cereal 

4. Soft Cooked Egg 

5. Crisp Bacon 

6. Toast 


nw 





7. Beef Broth 
8. Saltines 
9. Roast Leg of Veal—Cran- 
berry Sauce 
Roast Leg of Veal 
. Delmonico Potatoes 
12. Cubed Potatoes 
. Brussels Sprouts 
14. Diced Straight Neck 
Squash 
15. Jellied Pineapple, 
Cucumber and Pecan 
Salad 
. Mayonnaise 
. Banana Ice Cream 
. Banana Ice Cream 
19. Cherry Sponge 
. Unsweetened Cherries 
. Grapefruit Juice 





. Brown Onion Soup 


23. Crisp Crackers 

24. Meat and Potato Cakes— 
Mixed Sweet Pickle 
Chow* 

25. Scrambled Egg—Chicken 
Livers 

26. Scramtbled Egg—Chicken 
Livers 


27. Baked Potatoes 

. Latticed Beets 

. Spring Salad Bowl 

. Vinegar-Oil Dressing 

. Marshmallow Baked Apple 

32. Applesauce 

. Banana Ice Cream 

. Unsweetened Applesauce ss 
. Mixed Fruit Juice BP 
36. Butterscotch Pecan Rolls ie 


March 22 


1. Tomato Juice 
2. Tomato Juice 
3. Shredded Wheat or Hominy 
4. Scrambled Ege 
5. Grilled Chicken Livers 
6. Toast j 
7. Consomme 
8. Whole Wheat Wafers 
9. Fried Chicken with Cream 
Gravy 
10. Roast Chicken 
11.° Parslied Potatoes 
. Parslied Potatoes 
. Corn O’Brien 
14. Asparagus Tips 








5. Lettuce and Watercress 


Salad . 
Paprika French Dressing 
. Compote of Peaches and 

Raspberries 
. Canned Peaches 
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A Nourishing Treat 
in place of Meat 











THE QUAKER OATS COMPANY 


QUAKER fyith Leaf. 


If you've ever said to yourself —“Lenten 
menus are a problem”— we think you'll wel- 
come this Quaker Codfish Loaf. For here’s 
a wonderfully tempting main dish that’s the 
ideal solution to many a Lenten problem. 

Quaker Codfish Loaf (made with Quaker 
or Mother's Oats, which are the same) con- 
tributes important elements of food energy, 
high protein, vitamin B, and iron .. . all so 


CODFISH LOAF 


Portion: About 4 oz. 





6 Ib. (A.P.) 
Salt Codfish . + ai el oe ee 
s, uncooked 1h 
nother Quaker or old fashioned) . « « L¥ quarts ‘ 
Gali Recor brtpeted er Peas ar Gren eam... Tart 2.4 
Quany Recipes prepared for Pimiento, chopped. + + * * Fo 15 oz. (E.P.) 
dietitians by the Quaker Oats Exes beaten» + + + * * * Ze 
ional Ki i Sk ke oe — Os 
Institutional Kitchen. Sh 2 + 3 8 8 8 8 8 fH tesspoon em 
eal Mustard areas  « 2 tablespoons 
repa eee 
If you are not on our recipe card 


mailing list, please write Mary 
Alden, Institutional Test Kitchen, 
The Quaker Oats Co., Chicago 54. 


crumbs. 














CHICAGO 





INGREDIENTS 


— ‘overnight; dr 
1 i ight; drai 
- 1. Soak codfish in cold water overn! 
. drain. Flake the codfish. 
2. Add the remaining ingre 
3. Pour into 6 one-pound grea‘ 


4. Bake in a moderate oven 
5. Let stand 5 minutes; slice an 


CODFISH LOAF 


necessary to meatless menus. 

What's more, the addition of Quaker Oats 
gives this new Codfish Loaf a fine delicate 
flavor without the usual strong codfish taste. 
Your patients will like it. And you'll appre- 
ciate its low cost .. . the ease with which 
it’s made. 

Why not serve Quaker Codfish Loaf 
often during the Lenten weeks ahead? 


Entree 
50 Servings 


Total Weight of Codfish Mixture: 13 Ib. 5 oz 


AMOUNT WEIGHT 


ed fish; mix thoroughly. 


i flak: 
dients to the fla a ne 


d loaf pans (glass ). Sprinkle with buttered 
sed loa 





(350°F.) about 45 minutes. 
d serve with a cream sauce or . 
PAN 
HE QUAKER OATS COM 
. INSTITUTIONAL KITCHEN 


tartar sauce. 

























. Chocolate Rennet-Custard 
. Unsweetened Peaches 
. Apple Juice 


. Philadelphia Pepper Pot 
Soup 
. Saltines 
Noodle Timbale with 
Creamed Chipped Beef 
Noodle Timbale with 
Creamed Sweetbreads 
- Broiled Chopped Steak 
Noodles 
. Parslied Carrots Julienne 
Fresh Pineapple Fan Salad, 
Strawberry Garnish 
. French Dressing 
. Chocolate Layer Cake with 
Panoche Frosting 
. Lime Sherbet 
. Lime Sherbet 
. Fresh Apple 
. Orangeade ‘ 
. Bran Refrigerator Rolls 


March 23 


. Half Grapefruit 

. Apricot Nectar with 
Lemon 

. Oatmeal and Puffed Wheat 

. Baked Ege 

. Crisp Bacon 

. Hot Cross Buns 


. Essence of Vegetable 
Broth 
. Saltines 
Baked Halibut Steak— 
Lemon Parsley Butter 
Broiled Halibut Steak 
Whipped Potatoes 
. Whipped Potatoes 
. Stewed Tomatoes 
« Green Peas 
. Tossed Green Salad 
. Green Goddess Dressing 
- Apple Dumpling, Nutmeg 
Custard Sauce 
. Lemon Sherbet 
. Lemon Sherbet 
. Fresh Pineapple 
. Pineapple Juice 


. Clam Bisque 

. Crisp Crackers 

. Chopped Ege Salad, Sliced 
Radish Garnish—Waffle 
Potatoes 

. Fluffy Omelet—Currant 
Jelly—Green Beans 

. Fluffy Omelet—Green 
Beans 

. Stuffed Baked Potatoes 


29. Celery Curls 
30. ——— 


. Boysenberries 

. Canned Pears 

. Strawberry Gelatin 

. Unsweetened Pears 

. Mixed Fruit Juice 

. Whole Wheat Date Nut 
Muffins 


March 24 


1. Sliced Banana 

2. Pineapple Juice 

3. Corn Flakes or Granular 
Wheat Cereal 

4. Scrambled Egg 

5. Crisp Bacon 

6. Toast 


. Tomato Juice Cocktail 


. Pan-broiled Liver with 
Bacon 

Broiled Liver 

Baked Potatoes 

. Baked Potatoes 

. Paprika Silverskin Onions 

. Tender Beet Tops 

. Jellied Vegetable Salad 

. Mayonnaise 

. Cream Pie, Graham 
Cracker Crust 

. Sliced Banana in Orange 
Juice 

. Lime Gelatin Cubes 

. Unsweetened Fruit 
Compote 

. Cream of Corn Soup 


. Cream of Spinach Soup 
. Croutons 
. Veal Souffle, Mushroom 
Sauce—Cranberry Jelly 
25. Veal Souffle—Cranberry 
Jelly 


*Recipes in “Cooking Meat in 
. Quantity,” published by the Na- 
tional Live Stock and Meat 
Board, copies of which may be 
obtained by writing to HospIraLs, 
Editorial Department, 18 E. Divi- 
sion Street, Chicago 10. 
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. Broiled Veal Chop 

. Parslied Potatoes 

. Asparagus Tips 

. Sliced Orange Salad 

. Celery Seed Dressing 

. Angelfood, Fluffy 

Strawberry Icing 

. Angelfood 

. Cream Pudding 
34. Unsweetened Plums 
35. Blended Citrus Juice 
36. Toasted French Bread 


March 25 


1. Half Grapefruit filled with 
Fresh Fruit 

2. Grapefruit Juice 

3. Farina or Bran Flakes 

4. Soft Cooked Egg 

5. Grilled Ham 

6. Toasted English Muffin 


7. Consomme a la Royal 
8. Crisp Crackers 
9. Roast Chicken with Dry 
Dressing 
10. Roast Chicken 
. Sweet Potatoes with 
Orange Glaze 
. New Potatoes 
. Cauliflower Polonnaise 
. Carrots 
. Apricot au Natural Salad 
. Cream Mayonnaise 
. Pistachio Ice Cream in 
Meringues 
. Orange Sherbet 
. Orange Sherbet 
. Minted Orange Cup 
. Limeade 


22. Cream of Mushroom Soup 
23. Saltines 
24. Frozen Fruit Salad— 
Banana Bread Cream 
Cheese Sandwiches 
. Broiled Beef Pattie— 
Sliced Beets 
. Broiled Lamb Pattie— 
Sliced Beets—Lettuce 
Salad 
. Fluffy Mashed Potatoes 


. Orange Layer Cake with 
White Mountain Frosting 
and Candied Orange Peel 

. Jellied Orange Sections 

. Orange Gelatin °* 

. Fresh Pineapple Wedges 

. Tomato Juice 


March 26 


. Orange Slices 

. Orange Juice 

. Crisp Rice Cereal or 
Oatmeal 

Poached Ege 

. Crisp Bacon 

Toast 


whos 


Poe 


Chicken Bouillon 

. Saltines 

Veal Birds with Bread 

Stuffing* 

Broiled Veal Steak 

Parslied Potatoes 

. Riced Potatoes 

. Broccoli 

Mashed Squash 

. Molded Cranberry, Apple, 

Almond Salad 

. Cream Mayonnaise 

. Lemon Rice Pudding, 
Lemon Whipped Cream 

. Lemon Rice Pudding, 
Lemon Whipped Cream 

. Raspberry Rennet-Custard 

. Unsweetened Boysen- 
berries 

. Mixed Fruit Juice 
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. Berkshire Soup 
. Crisp Crackers 
24. Broiled Chopped Steak— 
Savory Stuffed Potatoes 
. Minced Beef 
. Broiled Steak 
. Baked Potatoes 
. Julienne Green Beans 
. Pink and White Grape- 
fruit Salad 
. Clear French Dressing 
. Date Torte, Whipped 
Cream 
32. Apricot Whip 
33. Vanilla Rennet-Custard 
34. Unsweetened Fruit 
Cocktail 
35. Grapefruit Juice 
36. Bread 


March 27 
1. Blended Citrus Juice 


2. Apricot Nectar 

3. Rolled Wheat or Corn 
Flakes 

4. Scrambled Egg 

5. Link Sausages 

6. Frosted Cinnamon Bun 


. Tomato Juice 


. Beef Stew Aristocrat* 
Tender Beef Cubes 

. Watercress Potatoes 

. Steamed Potatoes 

. Green Cabbage 

. Green Peas 

. Sliced Lettuce Salad 

. Thousand Island Dressing 

. Frozen Peach Shortcake, 
Whipped Cream 

. Lime Gelatin, Whipped 
Cream 

. Lime Gelatin 

. Unsweetened Peaches 

. Savory Potato Soup 


. Cream of Broccoli Soup 
. Croutons 
. Hot Pork Sandwich— 
Spiced Crabapple on 
Cress 
. Broiled Liver 
. Broiled Liver 
. Riced Potatoes 
. Sliced Carrots 
- Romaine Salad 
. Chiffonade Dressing 
. Cherry Rhubarb with 
Sliced Bananas— 
Macaroons 
. Grapefruit Sections in 
Grenadine 
33. Baked Custard 
34. Grapefruit Sections 
om Orangeade 


March 28 


1. Half Grapefruit 

2. Blended Citrus Juice 

3. Shredded Wheat or Farina 
4. Poached Eze 

5. Crisp Bacon 

6. Toast 


Beef Bouillon 

. Saltines 

Roast Leg of Lamb— 
Currant Jelly 

Roast Leg of Lamb 

Mashed Potatoes 

. Mashed Potatoes 

Julienne Rutabagas 

. Fresh Spinach 

Shredded Lettuce 

Honey Fruit Dressing 

Lime Whip, Sliced 
Strawberries 

Raspberry Sherbet 

. Raspberry Sherbet 

. Fresh Strawberries and 

Banana 
. Pineapple Juice 


BND he pak fe fet et et 
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. Vegetable Soup 


. Crisp Crackers 

. Baked Chicken, Celery 
and Noodles 

. Baked Chicken and 
Noodles 

. Hot Sliced Chicken 

. Noodles 

. Asparagus Tips 

. Orange Layer Cottage 
Cheese Salad 

. French Dressing 

. Peppermint Stick Ice 
Cream 

. Canned Pears 

. Lime Whip 

. Unsweetened Pears 

. Tomato Juice 

36. Braided Rolls 


March 29 


1. Orange Juice 
2. Orange Juice 
. Granular Wheat Cereal or 
Puffed Rice 
. Soft Cooked Ege 
. Crisp Bacon 
. Toast 
. Consomme 
. Toasted Crusis 
9. Hot Pork Loaf* 
. Broiled Veal Pattie 
. Baked Mashed Sweet 
Potato, Marshmallow 
Topping 
. Parslied Potatoes 
. Stewed Tomatoes 
. Waxed Beans 
. Celery and Carrot Sticks 


: Apple Cobbler, Nutmeg 
Sauce 


. Rebecca Pudding, Grape 


Jelly 
. Rebecca Pudding, Grape 
Jelly 
10. Unsweetened Plums 
. Apricot Nectar 


. French Tomato Soup 

. Croutons 

. Assorted Cold Cuts— 
Marinated Cooked 
Vegetables on Lettuc¢ 

. Spinach Souffle—Crisp 
Bacon 

. Cold Roast Lamb—Beets— 
Mixed Green Salad 

. Paprika Potatoes 


. Fresh Pineapple— 
Brownies 

. Royal Anne Cherries 

. Baked Custard 

. Fresh Pineapple 

. Grapefruit Juice 

- Pumpernickel Bread 


March 30 


1. Blended Citrus Juice 
Blended Citrus Juice 
Wheat Flakes or Hominy 
Scrambled Ege 

Crisp Bacon 

Raisin Bread Toast 


Essence of, Celery Soup 
Saltines 

Baked Salmon Steak 
Poached Salmon 
Sealloped Potatoes 
Riced Potatoes 

Green Baby Lima Beans 
. Patty-Pan Squash 

. Cucumber Salad 

. Russian Dressing 

. Blueberry Pie a la Mode 
18. Vanilla Ice Cream 

. Chocolate Rennet-Custard 
Unsweetened Fruit Cup 
21. Mixed Fruit Juice 


Fe fa ea et ped et ek 
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~ 22. Cream of Asparagus Soup 


23. Melba Toast 

24. Crabmeat Salad, Egg 
Garnish 

25. Creamed Tuna—Peas 

26. Tuna on Lettuce, Lemon 
Wedge—Peas 

27. Baked Potatoes 

28 


29. Sliced Tomatoes on Cress 

30. 

31. Pear, Plum and Apricot 
Compote 

32. Canned Peeled Apricots 

33. Vanilla Ice Cream 

34. Unsweetened Apricots 

35. Orange Juice 

36. Cloverleaf Rolls 


March 31 


. Half Grapefruit 
2. Grapefruit Juice 
. Seotch Bran Brose or Corn 
Flakes 
. Baked Ege 
. Grilled Canadian Bacon 
. Toast 


. Hot Tomato Bouillon 

. Crisp Crackers 

. Standing Rump Pot Roast 
—Rose Radish in Parsley 

. Roast Beef 

. Oven-browned Potatoes 

. Steamed Potatoes 

. Whole Kernel Corn 

. Asparagus 

. Tossed Salad 

. Clear French Dressing 

. Baked Prune Whip, 
Custard Sauce 

. Baked Prune Whip, 
Custard Sauce 

. Grape Sponge 

. Diced Orange Cup 

. Pineapple Juice 


. Beef Noodle Soup 

. Saltines 

. Creamed Diced Ham on 
Cornbread 

. Creamed Chicken 

. Hot Sliced Chicken 

. Fluffy Rice 

. ‘Green Beans 

. Cabbage, Carrot and Green 
Pepper Salad 

. Tarragon Dressing 

Cranberry Baked Apple 

. Applesauce A; 

. Cherry Gelatin Whip 

. Unsweetened Applesauce 

. Blended Citrus Juice 


HOSPITALS 
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WALTER G. CHRISTIE, superin- 
tendent of Presbyterian Hospital, 
Denver, resigned last December. 
He had been superintendent there 
since 1929 and, prior to that, was 
superintendent of Larimer County 
Hospital, Fort Collins, Colo. 

A fellow of the American Col- 
lege of Hospital Administrators, 
Mr. Christie is a former president 
of the Colorado Hospital Associa- 
tion and the Denver Public Health 
Council. 

Roy R. ANDERSON has succeeded 
Mr. Christie as-superintendent at 
Presbyterian Hospital. Mr. Ander- 
son formerly was assistant super- 
intendent at that institution and, 
before that, administrator of Lari- 
mer County Hospital. He is presi- 
dent of the Midwest Hospital As- 
sociation. 





WALTER J. BAILEY has become 
administrator of the Polk County 
Memorial Hospital, Mena, Ark. 
Recently constructed, the hospital 
was dedicated last August. 

Prior to this appointment, Mr. 
Bailey served as assistant to the 
president of the Iowa Wesleyan 
College at Mount Pleasant. He has 
been superintendent of Beth-El 
General Hospital, Colorado 
Springs, Colo., Jewish Hospital, 


Louisville, Ky., and Salem (Ohio) 
City Hospital. Mr. Bailey also was 
executive secretary of the Ken- 
tucky Hospital Association. 





FRED WETMORE has been named 
director of Newcomb Hospital, 
Vineland, N. J. He formerly was 
administrative assistant at the 
Jewish Hospital of Brooklyn, N. Y. 


Dr. HENRY G. FARISH, adminis- 
trator of Mount Sinai Hospital, 
Philadelphia, resigned January 1. 

He had been 
administrator at 
that institution 
for the past 
year and, prior 
to that, was ad- 
Ministrator of 
Southampton 
(N.Y.) Hospital. 
When Dr. Far- 
ish was a hospi- 
tal representa- 
tive of the 
American Col- 
lege of Sur- 
geons, he originated the point- 
tating system the college now uses 
in its hospital standardization pro- 
gram. 


DR. FARISH 
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Dr. Farish was succeeded at 
Mount Sinai Hospital by Dr. DAvID 
R. MERANZE, who has been named 
acting administrator. Dr. Meranze 
previously was director of the de- 
partment of research at that hos- 
pital. 





FRANK M. CAMERON was ap- 
pointed administrator of Condell 
Memorial Hospital, Libertyville, 
Ill., last December. He formerly 
has been assistant administrator 
of St. Luke’s Hospital, Milwaukee, 
and administrator of Doctors Hos- 
pital, also in Milwaukee. 

During World War II, Mr. Cam- 
eron served with the U. S. Army 
Medical Department for four years. 





DANIEL M. BROWN has been ap- 
pointed administrator of Bracken- 
ridge Hospital, Austin, Texas. The 
appointment 
was effective 
February 1. 

Mr. Brown 
has been execu- 
tive director of 
the Los Alamos 
(N. Mex.) Hos- 
pital since Au- 
gust 1949. 

Vice president 
of the New Mex- 
ico Hospital As- 
sociation, he has 
had 25 years experience in the hos- 
pital field. Previously, Mr. Brown 
was administrator and consultant 
of Lodi (Calif.) Memorial Hospital 
Association. 


MR. BROWN 





LypDIA GIHRING has been named 
director of nursing and nursing 
service at Montana Deaconess 
Hospital, Great Falls. Prior to this 
appointment, Miss Gihring was 
acting director of nursing educa- 
tion and nursing service at Pres- 
byterian Hospital, Chicago. 





« 


ANTHONY S. DICKENS, superin- 
tendent of the Chicago (Ill.) Phy- 
sicians and Surgeons Hospital, 
was to have become executive di- 
rector of the Springfield (Ohio) 
City Hospital on February 1. Mr. 


Dickens previously has served as 
administrator of Alliance (Ohio) 
City Hospital. 


JOHN R. PuGH, a recent gradu- 
ate of the Duke Hospital, Durham, 
N. C., training program for hospi- 
tal administra- 
tors, has been 
appointed ad- 
ministrator of 
St. Luke’s Hos- 
pital, Bluefield, 
W. Va. 

Mr. Pugh was 
a caseworker 
for the depart- 
ment of public 
welfare in 
Charlottesville, 
Va., prior to en- 
tering the Navy 
in 1942. After being commissioned 
as an ensign, he served as a com- 
munications officer in the Pacific 
area and was discharged in 1945. 
Mr. Pugh worked with the hous- 
ing authority in Tacoma for more 
than two years, before entering 
the Duke Hospital training pro- 
gram. 

In going to St. Luke’s Hospital, 
Mr. Pugh succeeds BLAIR M. Pat- 
TERSON, who had been superin- 
tendent there since October 1948. 

Mr. Patterson has become ad- 
ministrator of the Central ‘Suffolk 
Hospital, now being constructed at 
Riverhead, N. Y. Previously, he 
was administrator of Elyria 
(Ohio) Memorial Hospital and as- 
sistant superintendent of the 
Bridgeport (Conn.) Hospital ‘and 
the Hospital for Special Surgery 
in New York City. 

During World War II, Mr. Pat- 
terson served as a major in the 
Medical Administrative Corps in 
New Guinea, the Philippines and 
Korea. 


MR. PUGH 


WILLIAM B. NAPTON, who re- 
signed as assistant administrator 
of Sutter Community Hospital of 
Sacramento, Calif., has become ad- 
ministrator of Concord (Calif.) 
Community Hospital. 

JOHN PHILIP PRESTON has re- 
placed Mr. Napton as assistant ad- 
ministrator of the Sacramento hos- 
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pital. For four years, Mr. Preston 
was assistant administrator of St. 
Luke’s Hospital, Spokane, and, 
prior to that, served with the Med- 
ical. Administrative Corps of the 
U. S. Army. 





Dr. J. CROSBY JOHNSTON has be- 
come assistant superintendent of 
Stanford University Hospitals, San 
Francisco. 

Formerly an 
administrative 
resident at the 
Toronto Hospi- 
tal for the 
Treatment of 
Tuberculosis, 
Weston, Ont., 
Dr. Johnston 
completed his 
formal admin- 
istrative train- 
ing at the Uni- 
versity of Toronto (Ont.) course 
in hospital administration. During 
World War II, he did medical and 
medical administrative work in 
the Royal Canadian Air Force. 





DR. JOHNSTON 





J. L. Tuomas JR., who has 
served as clerk since the start of 
the construction of Guernsey 
Memorial Hospital, Cambridge, 
Ohio, has been appointed admin- 
istrator of that institution. 

Prior to going to Cambridge, Mr. 
Thomas was administrator of 
Adrian Hospital, Punxsutawney, 
Pa., for three years. 

The Guernsey Memorial Hospi- 
tal is scheduled for completion 
next summer. 





CHARLES C. COLEMAN has suc- 
ceeded FRANCES P. WEsT, R.N., as 
director of Rockingham Hospital, 
Bellows Falls, Vt. 

Miss West has become associated 
with the Brattleboro (Vt.) Mutual 
Aid Association and is in charge 
of Thompson House, a convales- 
cent hospital managed by that or- 
ganization. 


‘evvecasecavenczcnceevavezecancenesencczusevnscennectacennnennnnnenety 


ANDREW A. MILLER has been 
named assistant director of the 
Mount Vernon (N.Y.) Hospital. 
For the past five years, he has 
served as purchasing agent at that 
institution. 





DorotHY M. MorGAN, superin- 
tendent of St. Barnabas Hospital, 
Minneapolis, has been appointed 
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director of nurses of the Univer- 
sity of Chicago Clinics. She suc- 
ceeds Mary I. BoGARDUS, who was 
to have retired February 1. Miss 
Gogardus has been: director of 
nurses there for 20 years. 

Miss Morgan is a graduate of 
the University of Chicago course 
in hospital administration. Pre- 
viously, she was assistant super- 
intendent at St. Barnabas Hospital 
and also served her administrative 
residency there. 





DANIEL POWERS has been named 
administrative assistant at Beth 
Israel Hospital, New York City. 
He previously was personnel man- 
ager at the Hospital for Joint 
Diseases, New York City. 





Mrs. JANE M. GEIGER succeeded 
Mrs. Dorotuy KA.apIc as director 
of nurses at Hilo (Hawaii) Memo- 
rial Hospital on 
January 15. 

Mrs. Geiger is 
a graduate of 
the Toledo 
(Ohio) School 
of Nursing and 
received her 
nurse’s training 
at St. Vincent’s 
Hospital, and 
Lucas County 
Home and Hos- 
pital, Toledo. 
Mrs. Geiger re- 
ceived.a bachelor of science de- 
gree in nursing education from the 
University of Toledo and did post- 
graduate work at the University of 
Pittsburgh and Wayne University, 
Detroit. 





MRS. GEIGER 





ARTHUR G. HENNINGS became as- 
sistant superintendent of Butter- 
worth Hospital, Grand Rapids, 
Mich., on January 1. He replaces 
DELBERT L. PRICE, who was re- 
cently appointed administrator of 
Children’s Memorial Hospital in 
Chicago. 

Since 1948, Mr. Hennings was 
assistant administrator of North- 
western Hospital, Minneapolis. He 


_is a graduate of the University of 


Minnesota course in hospital ad- 
ministration. 





MARGARET A. MOHLER, R.N., who 
has been superintendent of Girard 
(Kan.) General Hospital for the 


past 18 years, has resigned to be- 


come administrator of Anderson 
County Hospital, Garnett, Kan. 





NORMAN E. SNYDER recently }:e- 
came administrator of Gladewater 
(Texas) Municipal Hospital. For- 
merly superintendent of Gregg 
Memorial Hospital, Longview, 
Texas, Mr. Snyder had served at 
that institution for 10 years. 





ELMER E. MATTHEWS, who re- 
tired in 1946 after having been 
superintendent and administrator 
of Wilkes-Barre (Pa.) General 
Hospital for 26 years, has become 
president of Knox County General 
Hospital, Rockland, Me. Mr. Mat- 
thews is a life member of the 
American Hospital Association. 





SISTER MARY CLAIRE CLIFFORD 
has succeeded SISTER MARY DE 
LOURDES as administrator of Mercy 
Hospital, Council Bluffs, Iowa. 

SISTER MARY EVANGELISTA, a 
former administrator of Mercy 
Hospital, has been appointed ad- 
ministrator of St. Joseph Mercy 
Hospital, Centerville, Iowa. 





Howarp B. HATFIELD, adminis- 
trator of San Pedro (Calif.) Com- 
munity Hospital, has been named 
administrator of Long Beach 
(Calif.) Community Hospital. 
Previously, Mr. Hatfield had 
served as administrator of Beverly 
Community Hospital, Montebello, 
Calif., and as superintendent of 
Scripps Memorial Hospital, La 
Jolla, Calif. 





JOSEPH A. WILLIAMSON became 
assistant administrator of Sharon 
(Pa.) General Hospital on Decem- 

: ber 1. 

Prior to this 
appointment, 
Mr. Williamson 
served his ad- 
ministrative 
residency in 
hospital admin- 
istration at the 
Presbyterian 
Hospital in the 
City of New 
York. He has 
received a bach- 
elor of arts de- 
gree, a master’s degree in business 
administration and a master of 
science degree in hospital admin- 
istration from Columbia Univer- 
sity, New York City. 





MR. WILLIAMSON 





The following appointments 
were announced recently by the 
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U. S. Veterans Administration: 

Dr. JOHN G. Hoop, who has been 
manager of the Veterans Admin- 
istration Hospital at Chamblee, 
Ga., became manager of the Vet- 
erans Administration Hospital, 
Richmond, Va., on January 21. 

He previously served as mana- 
ger of the Veterans Administra- 
tion Hospital at Perry Point, Md. 

Dr. ALFRED P. UPSHUR has been 
named manager of the Veterans 
Administration Hospital in East 
Orange, N. J., scheduled for com- 
pletion next summer. He had been 
manager of the Veterans Adminis- 
tration Hospital, Staten Island, 
N. Y., since 1947. 





ESTHER CARLSON has replaced 
PHIL DOLAN as administrator of 
Lincoln County Hospital, Caliente, 
Nev. 


MM 
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WILLIAM P. BUTLER, who has 
been manager of San Jose (Calif.) 


Hospital since 1932, died January 4. 

He was a fellow of the American 
College of Hospital Administrators 
and a former 
vice president 
of the Amer- 
ican Hospital 
Association. 
The president- 
elect of the As- 
sociation of 
Western Hospi- 
tals, Mr. Butler 
was past pres- 
ident and foun- 
der of the East 
Bay Hospital 
Conference and 
the Central Coast Hospital Con- 
ference and past president of the 
Association of California Hospitals. 

Prior to going to San Jose, Mr. 
Butler served as superintendent 
of the Alameda (Calif.) Sanitar- 
ium. 

Davip E. OLSSON, a graduate of 
the University of Minnesota and 
Mr. Butler’s assistant for the past 
two years, has taken over his du- 
ties. 


MR. BUTLER 


ISABEL WEBER, administrator of 
Elizabeth Steele Magee Hospital, 
Pittsburgh, died on January 7 in 
Geneva, Ill. Miss Weber was ad- 
ministrator of the Pittsburgh hos- 
pital since last September and, 
prior to that, had been associate 
administrator of that institution. 

A graduate of the course in hos- 
pital administration at the Uni- 
versity of Chicago, Miss Weber 
was a member of the American 
Hospital Association’s Committee 
on Housekeeping in Hospitals. 
During World War II, she served 
as director of nurses at the Oak 
Ridge (Tenn.) Hospital. 


GEORGE L. DAVIS, executive di- 
rector of the Nassau Hospital, 
Mineola, N. Y., for the past 13 
years, died January 6. He was a 
member of the American College 
of Hospital Administrators and the 
American Hospital Association. 
For eight years before his appoint- 
ment as head of the hospital, Mr. 
Davis was assistant director of the 
Neurological Institute of the Pres- 
byterian Hospital in the City of 
New York. 
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Compare the space for two, non-folding chairs with that 
required for five folding Everest & Jennings Wheel Chairs. 
With hospital space requirements at an all time high, isn't 
it logical to specify Everest & Jennings Folding Wheel Chairs 
for hospitals, sanitariums and rest homes. Hospital superin- 
tendents are cordialiy invited to write for a catalog and 
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sand, steel wool or pumice... 


Only Tornado has smooth, vibration- 
less, “‘glide-away” operation! May 
be used for all floor preparation 
and maintenance. Easy to operate, 
has tilt control and automatic 
brush coupling. Free demon- 
stration—representatives 
coast to coast. 


Width, open, 
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Folds to 
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With very few exceptions Ivory Soap can handle efficiently the 
many cleansing jobs within your walls. 


Because of its purity, gentleness and rich lathering qualities, 
Ivory is eminently suited for patient care .. . for nurses’ homes 
... for floor kitchens . . . for public washrooms. 


My 


* (and at surprisingly low cost) 


Ivory can serve your needs capably. You can provide Ivory 


service with no undue strain on your hospital budget. Ivory C oap 


PROCTER & GAMBLE, Cincinnati, Ohio 
99 44/100% Pure 


Ivory Soap is available for hospital use in the widely-used 3- 
ounce size, as well as in smaller sizes . wrapped or unwrapped. 


MORE DOCTORS ADVISE IVORY SOAP THAN ALL OTHER BRANDS TOGETHER 
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%* (and at surprisingly low cost) 


NEWS 





- + NATIONAL EMERGENCY : - 





Action on Hospital-Medical Planning 


In the national capital, numer- 
ous developments are under way, 
or in various stages of planning, 
that will have marked influence on 
the country’s hospitals. January 
was what might be called a “warm- 
up” month, in which government 
proposals involving hospital con- 
struction, staffing, supply and fi- 
nancial aid to hospitals began to 
germinate. Ensuing months will 
determine to what extent these 
plans will materialize. For exam- 
ple: 

... Public hearings were opened 
January 16 by the Senate Banking 
and Currency Committee on the 
Maybank bill (S. 349), which au- 
thorizes large-scale loans and 
grants for construction of hospitals, 
housing and other community fa- 
cilities in defense areas. 

... President Truman’s declara- 
tion that the preparedness program 
is handicapped by a national short- 
age of doctors and nurses gave im- 
petus to a renewed drive on Capi- 
tol Hill for federal assistance to 
schools of medicine, dentistry and 
nursing. One of the first measures 
introduced in the House was H.R. 
910, authorizing $47,000,000 an- 
nually in government grants and 
scholarships for nurses training 
schools and their students. 

... Working closely with the 
emergency agencies recently es- 
tablished by President Truman, 
the Public Health Service began 
the formidable task of gathering 
data on civilian requirements for 
medical and hospital supplies with 
the objective of making recom- 
mendations on priorities for raw 
materials. 

... submitted to Congress by the 
White House was the government’s 
budget for the fiscal year begin- 
ning July 1, 1951, proposing full- 
scale continuance of the Hill-Bur- 
ton hospital construction program 
and making provisions for alloca- 
tions of medical research grants 
among hospitals and medical 
schools on a scale comparable with 
expenditures during the current 
fiscal year. 

These were among the month’s 
Major developments. Another was 
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congressional approval of a Civil 
Defense Administration, whose 
medical-hospital branch is in proc- 
ess of being formed. Yet another 
milestone was initiation by the 
Army, with assistance of the na- 
tional nursing organizations, of an 
intensive campaign whose aim is 
to get 3,000 additional nurses for 
the Army Nurse Corps with least 
inconvenience and discomfort to 
civil hospitals, training schools and 
private nurse registries. 


Professional Resources 


Possibly the month’s most sig- 
nificant event was the launching 
by Congress—the Senate first, fol- 
lowed by the House—of a compre- 
hensive investigation of the coun- 
try’s human resources. In the be- 
ginning, it was concerned chiefly 
with military manpower, with par- 
ticular reference to the feasibility 
of making 18-year-old youths sub- 
ject to the draft. As the public 
hearings continue, they will exam- 
ine the availability of professional 
manpower, a subject linked to res- 
idency and intern training in hos- 
pitals; ways and means of increas- 
ing the output of doctors without 
“federal interference’’; equitable 
distribution of medical and auxil- 
lary personnel among the military 
and civilian populations, and the 
armed services’ practices in hospi- 
tal staffing and general utilization 
of medical officers. 


Study Procurement Problem 


Hospitals, clinics, health coop- 
eratives and kindred institutions 
which may be encountering diffi- 
culties in procurement of equip- 
ment or supplies, due to increasing 
curbs on raw materials, have been 
invited to communicate their prob- 
lems to the Public Health Service. 
Under the supervision of Paul 
Caulk and Charles Lavin, a special 
unit has been established in the 
surgeon general’s office to estimate 
civilian requirements in hospital 
and allied fields and forward same 
to the National Production Author- 
ity, along with recommendations. 

‘To date no priority rating sys- 
tem has been set up and only those 


orders destined for use by the mili- 
tary or by the Atomic Energy Com- 
mission can qualify as “defense or- 
ders.”’ Nevertheless, the office of 
the surgeon general believes it may 
be of assistance to institutions that 
are finding it hard to obtain ster- 
ilizers, surgical supplies and other 
equipment. 

Communications on this subject 
should be directed to the surgeon 
general, Public Health Service, 
Washington 25, D. C., and should 
list items desired, explain urgency 
of the need and outline other per- 
tinent information, such as par- 
ticipation in local civil defense 
plans. Mr. Lavin asserted it would 
also be helpful if the correspond- 
ent names the manufacturer or 
dealer from whom the institution 
has attempted to procure the items. 


New Role for PHS Proposed 


Experience and resources of the 
Public Health Service in protect- 
ing interests of the nation’s hospi- 
tals were stressed by Surgeon Gen- 
eral Leonard A. Scheele on Janu- 
ary 17 in his testimony before the 
Senate Banking and Currency 
Committee. He joined John L. 
Thurston, assistant administrator 
of the Federal Security Agency, in 
recommending that the Public 
Health Service be placed in central 
control, with reference to hospital 
expansion, of any new defense 
construction program that may be 
authorized by Congress. 

The Hill-Burton program, now 
in its fifth year, has accomplished 
great advances and yet it has only 
scratched the surface, as far as ful- 
filling the total need for hospital 
beds is concerned, Dr. Scheele tes- 
tified. If the Maybank bill (S. 349), 
is passed by Congress and the law’s 
hospital-expansion functions are 
delegated to Public Health Serv- 
ice, they will be integrated care- 
fully with Hill-Burton operations 
and state and local agencies will 
become working partners in the 
administrative scheme, the surgeon 
general declared. 

In the same vein, Mr. Thurston 
told the committee: 

“The state agencies, in coopera- 
tion with Public Health Service, 
have been engaged during the past 
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four and one-half years in the 
only comprehensive planning ever 
done towards developing a hospi- 
tal system designed to serve the 
needs of the nation. The result of 
all this has been the approval of 
more than 1,550 hospitals and 
health centers to date, involving 
more than 73,000 beds and 295 
health centers. It is, in our opinion, 
essential in the interests of effec- 
tiveness and economy to use the 
existing organization and profes- 
sional staff developed to adminis- 
ter the Hill-Burton Act for such 
supplementary hospital facilities 
and services as may be needed in 
defense areas and provided for un- 
der S. 349. It would seem impor- 
tant, too, to integrate this supple- 
mentary program with the exist- 
ing program and administrative 
machinery.” 


Manpower Policy Defined 
Issuance by the White House the 


third week in January of a “na- 
tional manpower mobilization’’ 
policy is significant, among other 
reasons, for its implications rela- 
tive to staffing of hospitals and 
other essential civilian facilities. 
One of the foundations of national 
security, according to the Presi- 
dent’s policy statement, is the 
maintenance of manpower “for 
protection of the civilian health 
and welfare. 

“The greatest care must be ex- 
ercised to assure that the supply 
of persons possessing critical skills 
will be distributed among military 
and civilian activities in a manner 
which will contribute most to the 
mobilization program,” said the 
President. ‘When the total need 
for workers with critical skills for 
civilian and military assignments 
is expected to exceed the supply 
that can be made available, the re- 
quirements for persons with such 
skills will be reviewed and distri- 





bution of the supply will be meas- 
ured by the relative urgency of the 
need for critical skills as between 
the armed forces and the civilian 
economy.” 

Occupational deferments under 
selective service will include “a 
sufficient number of individuals in 


. educational and training institu- 


tions (including teaching hospi- 
tals) to provide an adequate con- 
tinuing supply of professional and 
highly skilled manpower,” the 
policy statement says. 

The full understanding and as- 
sistance of professional societies, 
labor groups and other private or- 
ganizations, as well as state and 
local governments, will be sought 
in carrying out the mobilization 
program, the White House docu- 
ment stated. It was framed jointly 
by the National Security Council, 
Secretary of the Treasury,.Secre- 
tary of Labor and director of the 
Office of Defense Mobilization. 
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Bills Reintroduced 

The first two weeks of the new 
82nd Congress witnessed introduc- 
tion of some 2,000 bills and resolu- 
tions, relatively few of which will 
be enacted into law. Among the 
measures which, having died with 
the old Congress, were reintro- 
duced last month were bills that 
would allow income tax deduction 
for sums paid into prepayment 
medical and hospital care plans; 
establish a federal board of hos- 
pitalization to coordinate govern- 
ment hospital planning and bring 
it into closer relationship with non- 
government hospital programming; 
increase hospitalization privileges 
for dependents of military person- 
nel, and furnish “free” medical 
and hospital services to individuals 
who had been employed under 
federal civil service for 10 years. 

In connection with organization 
of the new Congress, one of the 
most important steps was forma- 
tion of committees which consider 
prospective legislation. Virtually 
all general health and _ hospital 
measures are handled in the Senate 
and House, respectively, by the La- 
bor and Public Welfare and the In- 
terstate and Foreign Commerce 
committees. 


National Health Insurance 
In his annual budget to Congress, 
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President Truman reaffirmed his 
advocacy of national health insur- 
ance. Before this type of legisla- 
tion can be brought up for a floor 
vote, it must be approved by the 
Senate and House committees list- 
ed above and chances of their 
clearing the Murray-Dingell bill 
are regarded so remote as to be 
negligible. 


Name Committee Members 


Labor and Public Welfare, with 
Sen. James E. Murray (D., Mont.) 
as its new chairman, has been re- 
constituted with the following as 
members: Democrats—Hill (Ala.), 
Neely (W. Va.), Humphrey 
(Minn.), Douglas (Ill.), Lehman 
(N.Y.) and Pastore (R.I.); Repub- 
licans—Taft (Ohio), Aiken (Vt.), 
Smith (N. J.), Morse (Ore.), Nixon 
(Calif.) and Ives (N.Y.) are new 
members of this committee. 

Rep. Robert Crosser (D., Ohio) 
continues as chairman of Interstate 
and Foreign Commerce. Other ma- 
jority members: Beckworth (Tex- 
as), Priest (Tenn.), Harris (Ark.), 
Rogers (Fla.), Klein (N. Y.), Stan- 
ley (Va.), Sullivan (Mo.), Grana- 
han (Pa.), McGuire (Conn.), Un- 
derwood (Ky.), Carlyle (N.C.), 
Williams (Miss.), Heller (N. Y.), 
Roberts (Ala.), Thornberry (Tex- 
as) and Mack (Ill.) ; Republicans— 
Wolverton (N.J.), Hinshaw 











(Calif.), Hall (N. Y.), O’Hara 
(Minn.), Gillette (Pa.), Hale 
(Maine), Dolliver (Iowa), Hesel- 
ton (Mass.), Scott (Pa.), Bennett 
(Mich.), Hoffman (Ill.), Cheno- 
weth (Colo.) and Beamer (Ind.). 

New members of this House 
committee are Representatives 


Carlyle, Williams, Heller, Roberts, , 


Thornberry, Mack, Hoffman, Chen- 
oweth and Beamer. 

Incidentally, while Rep. John D. 
Dingell (D., Mich.) reintroduced 
his health insurance bill (H.R. 54) 
on the first day of the new session, 
Senator Murray has refrained from 
filing a companion measure. The 
reason is that he is awaiting com- 
pletion of a factual study of vol- 
untary prepayment plans which 
has been going on since last fall, 
under auspices of the Senate Labor 
and Public Welfare Committee. In 
charge of the study is Dr. Dean 
Clark, general director of Massa- 
chusetts General Hospital, Boston. 


Drug Research 


Included in the omnibus appro- 
priations bill for 1951, which Pres- 
ident Truman approved recently, 
was a $3,600,000 allocation for re- 
search with the drugs cortisone 
and ACTH. 

Nonfederal institutions and sci- 
entists will receive the entire sum 
in the form of research grants. 
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New Medical Director for Veterans 


Resignation of Dr. Paul B. Mag- 
nuson as chief medical director of 
the Veterans Administration and 
appointment of Vice Adm. Joel T. 
Boone as his successor foreshadows 
changes in the Veterans Adminis- 
tration’s vast hospital and medical 
care system which may involve 
policies on hospitalization of non- 
service cases, utilization of volun- 
tary hospitals on a contract or fee 
basis, re-examination of the hospi- 
tal expansion program and inte- 
gration of its activities with those 
of the military. 

Dr. Magnuson, a Chicago ortho- 
pedic surgeon, entered the Veter- 
ans Administration in 1945 when 
Gen. Omar N. Bradley, at that 
time administrator of veterans af- 
fairs, asked him to work with Chief 
Medical Director Paul R. Hawley, 
M.D., in reorganizing the expand- 
ing medical department. Since Dr. 
Hawley’s resignation in 1948, Dr. 
Magnuson has been chief medical 
officer of the Veterans Administra- 
tioz. 

Rumors of an impending resig- 
nation by Dr. Magnuson have been 
current in Washington for some 
time. These have resulted from 
known policy differences between 
the medical director and other top 
men in the Veterans Administra- 
tion. 

The new veterans medical direc- 
tor, Admiral Boone, is a veteran of 
both World Wars.. He served as 
White House physician during the 
Hoover administration and in a 
Similar capacity to Presidents 
Harding and Coolidge. More re- 
cently, Admiral Boone has served 
as executive secretary of the sec- 
retary of defense’s committee on 
medical and hospital services of 
the armed forces and as general 
inspector of the defense depart- 
ment’s medical activities. 

In the interim between Dr. Mag- 
nuson’s resignation, effective Jan- 
uary 15, and Admiral Boone’s in- 
Sstallation on April 1, the veterans 
medical department will be man- 
aged by Dr. Arden Freer, assistant 
chief medical director. 


Senate Investigation 


Within a week following an- 
houncement of Dr. Magnuson’s 
Tesignation as chief medical direc- 


FEBRUARY 1951, VOL. 25 


tor of the Veterans Administra- 
tion, the Senate began setting up 
machinery for an investigation into 
policies and operations of the Vet- 
erans Administration. The inquiry 
results in large part from public 
protest over the resignation of the 
medical director and formal pro- 
tests from the medical profession. 

Sen. Hubert H. Humphrey (D., 
Minn.) who first urged a complete 
investigation of veterans affairs 
was appointed chairman ofa five- 
member panel by Sen. James E. 
Murray, (D., Mont.), chairman of 
the Senate Committee on Labor 
and Public Welfare. Senator Hum- 
phrey is a member of the labor 
and public welfare committee. 
Other members of the special in- 
vestigating committee had not been 
appointed as HOSPITALS went to 
press. 

In a formal protest to Washing- 
ton officials, as reported by the 
New York Times, a committee of 
deans of medical schools in metro- 
politan New York City, headed by 
Dr. Joseph C. Hinsey, dean of Cor- 
nell School of Medicine, had this 
to say about the resignation of Dr. 
Magnuson: 

“We ... are forced to the con- 
clusion that his dismissal indicates 
the adoption of a policy which 
would place medical functions un- 
der bureaucratic control and inter- 
ference. ... 

“We urge that you review care- 


DR. MAGNUSON 


fully the circumstances under 
which Dr. Magnuson was dis- 
missed, with the hope that action 
may be taken which will restore 
our confidence in the Veterans Ad- 
ministration program which we 
have been giving our enthusiastic 
support up to the present under 
Dr. Magnuson’s leadership.” 


Hill-Burton Funds 


Just before the 81st Congress 
adjourned, it approved a $10,000,- 
000 appropriation for the Hill-Bur- 
ton hospital construction program 
for fiscal 1951. This brings the fis- 
cal 1951 total up to $85,000,000 and 
amounts to a $10,000,000 restora- 
tion of the $75,000,000 cut ordered 
last year. However the wording of 
the appropriation is confused and 
the matter is before the General 
Accounting Office for clarification. 


Medical Policy Council 


Secretary of Defense George C. 
Marshall abolished the Cooper 
medical-advisory committee and in 
its place established a policy coun- 
cil with far more authority in fash- 
ioning guidelines for operation of 
the Army, Navy and Air Force 
medical departments. Late in Jan- 
uary, the Department of Defense 
was expected to name three civil- 
ians as members of the Armed 
Forces Medical Policy Council. 
Other members are Dr. Richard L. 
Meiling, chairman, and the sur- 
geons general of the three military 


ADMIRAL BOONE 

















































































services. According to advance in- 
formation, the civilian appointees 
will be Dr. I. S. Ravdin, of Phila- 
delphia; Dr. W. Randolph Love- 
lace 2d, of Albuquerque, N.M., 
and Dr. James Hollers, of San An- 
tonio, Texas. 

- The new Armed Forces Medical 
Policy Council incorporates the 
functions of three other similar 
groups—the Armed Forces Medi- 
cal Advisory Committee; the of- 
fice of medical services and the 
director of medical services, De- 
partment of Defense, and the 
Military Medical Advisory Com- 
mittee. These three organizations 
have been discontinued with es- 
tablishment of the council. 


New Bureau Chief 


Dr. Jack Masur, formerly di- 
rector of the Clinical Center, Na- 
tional Institutes of Health, Bethes- 
da, Md., has been appointed as- 
sistant surgeon general of the Pub- 
lic Health Service and chief of 
the Bureau of 
Medical Service. 
This bureau in- 
cludes the Di- 
vision of Hos- 
pital Facilities, 
which adminis- 
ters the Hill- 
Burton hospital 
construc- 
tion program. 

Dr. Masur 
succeeds Dr. R. 
C. Williams, 
who has retired 
from the Public Health Service. 
Dr. Williams has been named chief 
of the Division of Medical Ser- 
vices of the Georgia Department 
of Public Health. In his new posi- 
tion, Dr. Williams will carry on 
the hospital survey and construc- 
tion work recently performed by 
the late John E. Ransom. 

Dr. Masur is chairman of the 
American Hospital Association’s 
Hospital Architects Qualifications 
Committee. 





DR. MASUR 


Public Aid for Defense 


Speaking before the January 
meeting of the Hospital Council 
of Greater New York, Dr. Howard 
A. Rusk, chairman of the Health 
Resources Advisory Committee of 
the National Security Resources 
Board, criticized the lack of pub- 
lic interest in volunteering for 
civil defense jobs. 

Dr. Rusk pointed out that 
trained and well organized volun- 
teers would be essential in car- 
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ing for civilian casualties in the 
event of atomic warfare. 

To the hospital leaders, Dr. 
Rusk said, ‘We will lean more and 
more on hospitals for help in the 
future in training the volunteers.” 
He asked them to take the leader- 
ship in signing up volunteers for 
training programs. 

On the subject of supply of 
trained personnel during the na- 
tional emergency, Dr. Rusk told 
the council that the Health Re- 
sources Advisory Committee was 
working to keep a balance between 
community needs and the needs 
of the armed forces. 


Marine Hospital to Close 


Following the recommendation 
of a special survey board to the 
surgeon general of the Public 
Health Service, the United States 
Marine Hospital, Ellis Island, N. Y., 
will be closed on March 1. Admis- 
sions to the hospital were stopped 
on January 1, and in the interven- 
ing time, patients at the hospital 
are being transferred to the Ma- 
rine Hospital at Staten Island and 
the Veterans Administration Hos- 
pital, Manhattan Beach, Brooklyn. 

Closing of the hospital, said 
Federal Security Administrator 
Oscar R. Ewing, is in the interest 
of economy and efficiency. The pa- 
tient load had dropped during re- 
cent months to far below the hos- 
pital’s capacity of 435. 

The Ellis Island Hospital, orig- 
inally a hospital for immigrants, 
has been serving merchant seamen 
and other Public Health Service 
beneficiaries as well as the immi- 
grant group, since 1920. 


New Deputy Administrator 


John L. Thurston has been ap- 
pointed deputy administrator of 
the Federal Security Agency it was 
announced late in December by 
Administrator Oscar R. Ewing. 
The post carries the title of assist- 
ant federal security administrator. 

During the past three years, Mr. 
Thurston has served as assistant 
administrator for program of the 
agency. Before that time he was 
with the President’s Scientific Re- 
search Board, the President’s Com- 
mission on Higher Education and 
the United States Employment 
Service. 


X-Ray Facsimiles 


The Veterans Administration 
announces that the first profession- 
ally accepted facsimiles of x-ray 
films are now being produced on 








what approximates a mass basis 
at the Veterans Administration 
Philadelphia Records Center. 

Dr. William H. Roper, direcior 
of the section for research on 
minimal tuberculosis of the army 
medical and development board, 
has been using the basic technique 
of solarization for some time to 
make up single facsimiles. In de- 
veloping the new, faster repro- 
duction system, Veterans Adminis- 
tration experts under the direction 
of Bruce F. Denman, chief of the 
radiographic and_ reproduction 
unit at the Philadelphia Records 
Center, worked with manufactur- 
ers in designing new equipment. 

The production capacity at the 
center now is 80 to 100 facsimiles 
a day and could be upped to 400 
with additional workers. Because 
of the new process the Veterans 
Administration hereafter will file 
all x-ray films in a single library 
at the Philadelphia center and re- 
lease duplicates to the various re- 
gional offices on request. 


State Care for Indians 


Tubercular Indians in Montana 
will receive care in the state sani- 
tarium as the result of a contract 
signed recently by the Federal Bu- 
reau of Indian Affairs and the State 
Board of Examiners. 

Under the agreement 100 tuber- 
cular Indians will be treated in the 
Montana State Tuberculosis Sani- 
tarium at Deer Lodge where. new 
facilities are now under construc- 
tion. The federal government will 
pay half of the $3,000,000 construc- 
tion costs, plus a per diem charge 
which has been set at $5.14 per 
patient for the fiscal year 1950-51. 

Montana Indians had, during 
1948, a death rate from tubercu- 
losis of 215.8 per 100,000, as com- 
pared with a tuberculosis death 
rate for non-Indians in the state 
of 18.3 per 100,000. 


Study Treatment for Burns 


Research in the treatment of 
extensive third degree _ burns, 
which can occur in very large 
numbers during atomic warfare, 
has been financed by a grant made 
during December by the National 
Institutes of Health of the Public 
Health Service. The University of 
Cincinnati was awarded the grant 
where the.project will be under 
the direction of Dr. Vinton E. 
Siler of the department of surgery. 

The study will be directed in 
particular at methods of removing 
slough or dead tissue from burned 
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skin areas, a procedure which is 
necessary before skin grafts can 
be made. 


Color Atlas of Pathology 


After six years of work the 
medical department of the Navy 
has published the Color Atlas of 
Pathology, designed for use by 
physicians, students, instructors, 
clinicians and laboratory diagnos- 
ticians as a guide to the study and 
interpretation of both gross and 
microscopic findings in pathology. 

Used in the book was material 
belonging in the pathology depart- 
ment of the Navy’s Medical School, 
the Army’s Institute of Pathology, 
Johns Hopkins Hospital and 
Georgetown University. 

The color atlas is the first of 
two volumes and covers hematol- 
ogy, spleen and thymus, lymph 
nodes and tonsils, the respiratory 
system, liver, oral cavity, gastro- 
intestinal tract, heart and blood 
vessels, kidney and urinary tract 
and the skeletal system. A second 
volume to be published in 1953 
or 1954 will cover the pathological 
conditions peculiar to the special- 
ties and will include a separate 
volume devoted entirely to oral 
and dental pathology. 


Navy Surgeon General 


Rear Admiral Lamont Pugh, MC, 
USN, has been nominated by Pres- 
ident Truman to succeed Rear Ad- 
miral Clifford A. Swanson, MC, 
USN, as surgeon general and chief 
of the bureau of medicine and sur- 
gery, Department of the Navy. 


ADMIRAL 
SWANSON 

Admiral Pugh has served as 
deputy and assistant chief of the 
bureau since 1946. His experience 
prior to that time included: two 
years, from 1944 to 1946, as medi- 
cal officer in command of the Naval 
Medical School, National Naval 
Medical Center, Bethesda, Md., and 
chief surgeon at the naval hospi- 
tal. For three months during World 
War II he served as executive offi- 
cer of the San Diego Naval Hos- 
pital. 
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Awarded for Service 


In recognition of his services as 
chairman of the Armed Forces 
Medical Advisory Committee, the 
Department of 
Defense last 
month present- 
ed to Charles P. 
Cooper, of New 
York City, the 
department’s 
highest award 
for civilian 
service, the 
Certificate of 
Appreciation. 

Mr. Cooper 
was appointed 
chairman when 
the committee was organized in 
January 1949 by the first Secretary 
of Defense, James Forrestal, and 
held the position until January 
1951 when committee functions 
were absorbed by the Armed 
Forces Medical Policy Council. 

In addition to his work with the 
defense department, Mr. Cooper has 
had long experience with medical 
and hospital affairs in New York 
City and has been president of the 
board of trustees of Presbyterian 
Hospital for 20 years. He is a for- 
mer vice president and director of 
the American Telephone and Tele- 
graph Company. 

As chairman of the advisory 
committee, Mr. Cooper informed 
the secretary on all medical and 
allied professional matters and 
worked to develop greater under- 
standing and cooperation between 
the civilian and military medical 
groups. 


MR. COOPER 


Epidemic Control 


Through the Communicable Dis- 
ease Center, Atlanta, of the Public 
Health Service, requests for aid in 
epidemics or disasters by 14 states, 
two territories and two foreign 
countries were handled last year. 
Four state departments of health 
asked for public health assistance 
in serious epidemics of poliomyeli- 
tis in 1950. Rabies epidemics 
among dogs and other animals and 
disastrous floods also prompted a 
large number of requests. 

When assistance in fighting a 
disease is asked by a state, the 
Communicable Disease Center fur- 
nishes aid ranging from consulta- 
tion with one or two experts to 
full-scale epidemic aid. The latter 
is provided by mobile teams, con- 
sisting of engineers, entomologists, 
nurses, physicians, scientists, vet- 
erinarians and other specialists. 


To Conduct Study 


The Veterans Administration an- 
nounced during January that it 
had hired a Chicago engineering 
firm to review the organization and 
operation of the agency. Expected 
to last 14 months, the study will 
cost about $500,000. 

Charges that the Veterans Ad- 
ministration is not efficiently or- 
ganized have been made during 
the past several years. The Com- 
mission on Organization of the Ex- 
ecutive Branch of the Government, 
headed by Herbert Hoover, recom- 
mended the allocation of most 
functions of the veterans agency 
to other government agencies. 


Standardize Army Medicine 


Liaison teams of the United 
States Army Medical Service and 
the Royal Canadian Army Medical 
Corps have been formed in an ef- 
fort to standardize medical instruc- 
tion and equipment, it was an- 
nounced last month by the De- 
partment of the Army. 

Resulting from the joint efforts 
in the field of military medicine, 
both countries will be able to bene- 
fit by specialized knowledge avail- 
able to’ only one. The United States, 
for example, will benefit from Can- 
ada’s research in arctic medicine 
and the Canadian army will profit 
from the United States experience 
in tropical medicine. 


Heart Disease Research 


The National Héart Institute in 
two years of operation has award- 
ed a total of $521,702 in the form 
of fellowships for research on 
heart conditions. Financed with 
appropriations from Congress, the 
program was designed to focus 
greater research talent on the 
major health problem of heart 
disease. 

In a current report on the fel- 
lowship program, Dr. Leonard A. 
Scheele, surgeon general of the 
Public Health Service, reported 
that 89 fellowships are now active, 
19 are pending and 59 have been 
completed. Represented in these 
awards are 49 universities, hospi- 
tals or research foundations in this 
country, Great Britain and Swe- 
den. 

Awards are of three types: pre- 
doctorate, postdoctorate and spe- 
cial research. Carrying stipends 
ranging upward from $1,200 a 
year, the fellowships are granted 
to outstanding research workers 
who hold B.A., M.A. or Ph.D. de- 
grees. 


123 































































-» ORGANIZATIONS - - 





Approval Program Reported by ACS 


Small hospitals still have very 
definite problems in establishing 
and maintaining high standards 
such as those of the hospital stand- 
ardization program of the Ameri- 
can College of Surgeons. The 33rd 
annual report of the college pro- 
gram, published in the December 
1950 issue of the Bulletin of the 
American College of Surgeons, 
states that only 43.3 per cent of 
the surveyed hospitals in the 25- 
to-49-bed grouping were approved, 
whereas 70.5 per cent in the 50-to- 
99-bed range and 94.6 per cent of 
the hospitals with 100 or more beds 
won approval. These percentages 
closely approximate those reported 
at the end of 1949. 

During 1950 the college surveyed 
a total of 4,021 hospitals ranging 
from 25 beds upward in size. Hos- 
pitals with fewer than 25 beds are 
not inspected. Full or provisional 
approval was given to 3,290 hos- 
pitals, or 82.0 per cent of all sur- 
veyed. These hospitals operate 
predominantly in the United States 
and Canada. Approved institutions 
also are located in Alaska, Hawaii, 
Puerto Rico and the Canal Zone. 

Regarding small hospitals, the 
college reported that their prob- 
lems of maintaining high standards 
and economic equilibrium have in- 
creased through the years, rather 
than decline. Dr. Vane M. Hoge, 
assistant surgeon general of the 
Public Health Service, is quoted as 
having said at the clinical con- 
gress, held last October in Boston, 
that the small hospital is acquir- 
ing more importance every day. 
The pendulum which at the turn 


of the century swung from the 
farm to the city is now, because of 
improvement in living conditions 
plus fear of atomic bombing, be- 
ginning to swing back. Dr. Hoge 
declared that hospital leaders are 
taking action to meet these prob- 
lems which obstruct higher profes- 
sional standards. 

Another significant trend dis- 
closed in the 1950 surveys was 
increasing awareness of the needs 
of special types of patients, such 
as tuberculous, psychiatric, dis- 
abled and geriatric patients. A 
standard for tuberculosis hos- 
pitals was worked out jointly in 
the spring of 1950 by the college 
and the hospital council of the 
American College of Chest Phy- 
sicians. 

A standard for psychiatric hos- 
pitals, adapted from the Ameri- 
can College of Surgeons standard 
by the American Psychiatric As- 
sociation, was first established in 
January 1949. Because this stand- 
ard requires intensive surveys, 
only 35 hospitals have been in- 
spected in the two-year period, 
and by mutual agreement psy- 
chiatric hospitals still are carried 
on the American College of Sur- 
geons approval list. 

In addition to the listing of ap- 
proved hospitals, the December 
issue of the Bulletin of the Ameri- 
can College of Surgeons reports 
the approved cancer clinics and 
cancer detection centers and in- 
cludes a listing of medical motion 
picture films produced for hos- 
pital personnel and for the gen- 
eral public. 





American College of Surgeons 1950 Survey 


Surveyed 
Fully Approved —...._-____.___ = 
Percentage Fully Approved... 
Provisionally Approved __.... 
Percentage Provisionally 
Approved 
Not Approved BSE a yf Pt 
Percentage Not Approved... 
Total Fully and 
Provisionally Approved _... 
Total Percentage Fully and 
Provisionally Approved __.._ 


100 Beds 
and over 50-99 Beds 25-49 Beds Total 
2,429 1,124 468 4,021 
2,198 627 155 2,980 
90.7 56.0 33.1 74.3 
99 163 48 310 
3.9 14.5 10.2 7.7 
132 334 265 731 
5.4 29.5 56.7 18.0 
2,297 790 203 3,290 
94.6 70.5 43.3 82.0 
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APHA Convention Program 


From February 28 to March 2, 
the American Protestant Hospital 
Association and a group of Protes- 
tant denominational hospital 
groups will be holding their an- 
nual meetings in Chicago at the 
Congress Hotel. The Association 
of Chaplains will be meeting on 
March 1-2, at the same time that 
sessions of the Protestant associa- 
tion are held. 

As tentatively planned, meet- 
ings of the association’s 30th an- 
nual convention will be addressed 
by a group of hospital leaders 
and specialists. 

Problems of civil defense and 
the role of hospitals in the nation- 
al emergency will be examined by 
Dr. John Pastore, executive direc- 
tor of the Hospital Council of 
Greater New York. Dr. Vane M. 
Hoge, assistant surgeon general 
of the Public Health Service, will 
review the present status of fed- 
eral funds for hospitals and future 
trends in this respect. 

Trends and the future develop- 
ment of these trends will be dis- 
cussed by knowledgeable persons 
in such areas as hospital financing, 
personnel management and care 
in general hospitals for tubercular, 
psychiatric, chronic and geriatric 
patients. 

Meeting on the two days pre- 
ceding the Protestant  associa- 
tion’s convention will be five 
Protestant hospital organizations: 
the National Association of Metho- 
dist Hospitals, Commission of 
Benevolent Institutions of the 
Evangelical and Reformed Church, 
Lutheran Hospital Association, 
Southwide Baptist Hospital As- 
sociation and Association of Epis- 
copal Hospitals. Meetings also are 
scheduled for the Board of Hos- 
pitals and Homes of the Methodist 
Church and representatives of the 
benevolent institutions of the 
Presbyterian church. 


Rhode Island 


Delegates to the annual meeting 
of the Hospital Association of 
Rhode Island elected Dr. Hilary J. 
Connor as president. Dr. Connor 
is superintendent of Charles V. 
Chapin Hospital, Providence. 

Also elected to office during 
1951 are the vice president, Dr. 
Hugo V. Hullerman, assistant di- 
rector of Rhode Island Hospital, 
Providence; secretary, Franklin P. 
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Iams, assistant to the director of 
Rhode Island Hospital, and Nicho- 
las Janson, business manager of 
State Hospital, Howard. 

Action was taken by the Rhode 
Island association to develop a 
reimbursable cost formula that 
would be used by all hospitals 
when they are working with the 
local and state governments in 
public assistance and other wel- 
fare cases. The association also is 
working toward an increase in the 
maximum per diem payments un- 
der workmen’s compensation from 
the present $10 per day to $14 per 
day. 


Utah 


Sister Mary Margaret, adminis- 
trator of St. Benedict’s Hospital, 
Ogden, was elected president of 
the Utah State Hospital Associa- 
tion at its annual meeting held in 
Salt Lake City, on December 15. 
Sister Mary Margaret succeeds 
Lawrence H. Evans, superintend- 
ent of Thomas D. Dee Memorial 
Hospital, Ogden, as president. 

Other officers of the Utah asso- 
ciation are the vice _ president, 
Clifford McKinney, superintendent 
of Sanpete Latter Day Saints Hos- 
pital, Mt. Pleasant, and the secre- 
tary-treasurer, Dan W. Manning, 
superintendent of Sevier Valley 
Hospital, Richfield, who was re- 
elected to the position. 

The annual meeting was held in 
the new nurses home of Holy Cross 
Hospital, in Salt Lake City, which 
was dedicated formally last Octo- 
ber. Rooms for 145 student nurses, 
library, auditorium, cafeteria and 
other facilities are in the five-story 
brick building. 

Following the state hospital as- 
sociation meeting, Sister M. Hilary, 
administrator of Holy Cross Hos- 
pital, conducted the delegates on a 
tour through the building. 


Oklahoma 


Medical and hospital care of the 
indigent was brought under thor- 
ough consideration at the 31st an- 
nual convention of the Oklahoma 
Hospital Association, meeting in 
Oklahoma City, November 16-17. 
Following up the convention study 
of the problem, the association has 
drafted a proposed plan for care 
of the adult indigent which will be 
presented to the state legislature 
this year. 

J. P. Cox, administrator of Okla- 
homa Baptist Hospital, Muskogee, 
was re-elected president of the as- 
sociation. The president-elect is 
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Harry Smith, administrator of 
Wesley Hospital, Oklahoma City. 

Other officers who will serve for 
the coming year are: Vice presi- 


‘dent, Mrs. Celeste Kemler, admin- 


istrator of Valley View Hospital, 
Ada; executive secretary, Cleve- 
land Rodgers, Tulsa, and treas- 
urer, Sister Mary Fidelise, admin- 
istrator of Blackwell General Hos- 
pital. 

A record attendance of 378 dele- 
gates was recorded at the meet- 
ing. 


Dallas Hospital Council 


Paul W. Ahlstedt, assistant ad- 
ministrator of Baylor Hospital, was 
installed as 
president of the 
Dallas Hospital 
Council on De- 
cember 13. His 
immediate pre- 
decessor was 
Robert S. Haw- 
thorne, admin- 
istrator of Chil- 
dren’s Medical 
Center. 

Mr. Ahlstedt 
graduated from 
the Northwest- 
ern University course in hospital 
administration in 1948. Following 
his administrative residency at 
Baylor, he was appointed adminis- 
trative assistant and, in July 1949, 
became assistant administrator. 





MR. AHLSTEDT 


Hawaii 


The 11th annual meeting of the 
Hospital Association of Hawaii was 
held on December 8 in Honolulu 
with an attendance of 50 persons. 
Provisions of the new social secur- 
ity law and tax exemptions per- 
taining to hospital workers were 
discussed. 

Sister Mary Jolenta, administra- 
tor of St. Francis Hospital, Hono- 
lulu, is president of the associa- 
tion. Other officers for 1951 are: 

President-elect, John L. Mori- 
arty, administrator of Children’s 
Hospital, Honolulu; first vice pres- 
ident, Dr. Frank St. Sure, superin- 
tendent of Puunene Hospital, Puu- 
nene, Maui; second vice president, 
Kenji Goto, administrator of Kua- 
kini Hospital, Honolulu; third vice 
president, Frances M. Alexander, 
administrator of Wahiawa General 
Hospital, Wahiawa, Oahu; secre- 
tary, Sister Mary Albert, director 
of nursing, St. Francis Hospital, 
Honolulu, and treasurer, Charles 
Georgette, manager of the business 
office, Queen’s Hospital, Honolulu. 








Dr. Routley Honored 


The George Findlay Stephens 
Memorial Award for 1950, award- 
ed annually in recognition of note- 
worthy service in the hospital 
field in Canada, has been present- 
ed to Dr. Fred W. Routley, execu- 
tive secretary-treasurer of the 
Ontario Hospital Association. The 
award consists of a formal cita- 
tion accompanied by a gift. 

Dr. Routley has held the execu- 
tive position in the Ontario associ- 
ation since its organization in 
1924. In 1931 he was among the 
group of administrators who es- 
tablished the Canadian Hospital 
Council, and served as president of 
that organization until 1935. 

For 27 years Dr. Routley was as- 
sociated with the Canadian Red 
Cross, first as commissioner of the 
Ontario division and for 11 years 
as national commissioner. Two 
years ago he resigned from active 
work with the Red Cross to de- 
vote full time to the hospital field 
and the Ontario association. 

The Canadian Hospital Council 
established the George Findlay 
Stevens Memorial Award in 1949 
in honor of Dr. Stevens, who had 
been one of the outstanding au- 
thorities in the hospital field in 
Canada. Among other honors, Dr. 
Stevens received the American 
Hospital Association’s Award of 
Merit in 1946. 


Easter Seal Campaign 


Easter seals will be distributed 
by the National Society for Crip- 
pled Children and Adults during 
the month leading up to Easter 
as part of its annual drive for 
funds. The 1951 campaign begins 
February 25 and will continue 
through Easter Sunday, March 25. 

With money raised from Easter 
seal sales, the national society 
maintains treatment training cen- 
ters, clinics, convalescent homes, 
special schools and classes and 
other facilities for the crippled of 
the nation. 

Gerard M. Ungaro, Chicago at- 
torney, is president of the national 
society which is composed of 2,000 
crippled children’s societies in the 
United States, Alaska, Hawaii and 
Puerto Rico. 

Convention planners for the an- 
nual meeting announce that, for 
the first time in the history of the 
organization, exhibit space will be 
available to voluntary agencies 
and commercial firms. The 1951 
meeting will be in Chicago, Octo- 
ber 3-6, at the Palmer House. 
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Blue Shield Enrollment 


A new member plan in Balti- 
more, which is yet to start en- 
rolling, was announced by Blue 
Shield Medical Care Plans at the 
same time that enrollment figures 
for the third quarter of 1950 were 
released. Including the Baltimore 
plan, there are a total of 71 Blue 
Shield plans. Eleven medical care 
plans which are not members of 
Blue Shield are included in the 
enrollment report. 

A net growth of 1,135,620 new 
members was gained by the 71 
member plans, and the 11 non- 
member plans acquired a net of 
160,796 members. The total Blue 
Shield enrollment is now 15,550,- 
380. Membership in the non- 
member plans totals 2,296,311. 


Greatest increases in the third 
quarter were reported by the 
plans with headquarters in De- 
troit, New York City, Harrisburg, 
Indianapolis, Chicago and Colum- 
bus, Ohio. Detroit, which had the 
largest increase, amounting to 
261,000 new members, ranks first 
in total membership among Blue 
Shield plans. 

Of the 71 Blue Shield member 
plans, 58 are affiliated with Blue 
Cross plans and have a total mem- 
bership of 14,983,000. The 13 
Blue Shield plans not affiliated 
with Blue Cross have a total mem- 
bership of 567,000. 

Ten of the 11 medical care plans 
which are not Blue Shield mem- 
bers are affiliated with Blue Cross 
plans and have a total enrollment 







































COMMUNITY Hospital Service, the Blue Cross plan with headquarters in Kingsport, Tenn., 
used this full-color display in plan-sponsored exhibits at county fairs last summer. Since 
then it has been shown at hospital open houses and Blue Cross enrollment drives. It is 
2'/2 by 3!/2 feet in size and may be used in a stand on the floor or hung on the wall. 
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of 1,966,000. The one non-Blue 
Shield plan not affiliated with Blue 
Cross has a total membership of 
330,000. 


Financial Reports 


At the end of the third quarter 
of 1950, the 90 Blue Cross plans re- 
ported a total income of $342,277,- 
633 during the first nine months of 
the year. Of this amount, $299,519,- 
000, or 87.51 per cent, was paid to 
hospitals and $28,248,000, or 8.25 
per cent, was devoted to operating 
expenses. 

Blue Shield plans reported an 
earned income for the first nine 
months of 1950 which amounted to 
$124,187,306. This included the fi- 
nancial reports of 64 reporting 
Blue Shield plans and 10 nonmem- 
ber plans. 

Of the total amount, Blue Shield 
paid out $100,517,000, or 80.94 per 
cent of the total, for medical and 
surgical expenses of members. Op- 
erating expenses amounted to 
$15,879,000, or 12.79 per cent of 
the earned income during the first 
three quarters. 

Eight Blue Shield plans paid out 
$2,896,000 in veterans benefits dur- 
ing the first nine months of last 
year. 


Inter-Plan Bank 


Six more plans, five of them in 
Canada, became participants in the 
Inter-Plan Bank of the Blue Cross 
Commission on January 1. The 
plans are those with headquarters 
in Akron, Ohio; Edmonton, Alta.; 
Winnipeg, Man.; Moncton, N. B.; 
Toronto, Ont., and Montreal, Que. 

With the admission of these six 
plans, the bank now has 75 partici- 
pating plans, or 84.27 per cent of 
all approved Blue Cross plans. This 
represents 80.61 per cent of the to- 
tal Blue Cross enrollment. 


H.I.P. Associate Director 


Dr. George Rosen, formerly di- 
rector of the Bureau of Health 
Education of the New York City 
Department of Health, has been 
appointed associate director of the 
Health Insurance Plan of Greater 
New York. He is in charge of pre- 
ventive and educational services 
for the 255,000 subscribers and also 
directs the visiting nurse services 
of the plan. 

Dr. Rosen is a leader in the field 
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of medical history and an out- 
standing expert on health educa- 
tion. At the present time he is 
editor of the Journal of the History 
of Medicine. 
Johns Hopkins Executive 

J. Douglas 
Colman ‘has 


been appointed 
to a newly cre- 


Aid to Medical Schools 


Meeting during the annual clin- 
ical congress, held this year in 
Cleveland, December 5-8, the 
American Medical Association’s 
house of delegates voted to start 
a fund to assist private and state 
medical and health schools. An 
initial appropriation of $500,000 
was made to the fund by the med- 


associations, labor groups and pri- 
vate individuals. 

The medical association’s $500,- 
000 contribution represents money 
collected originally for the adver- 
tising campaign against compul- 
sory health insurance. Because 
election results in November were 
considered favorable to the associ- 
ation view, the public relations 
program will be relaxed, and ac- 
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the Maryland Hospital Service and 
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WILL STAY BEAUTIFUL YEAR AFTER YEAR... 
HILLYARD'S SPECIALIZED 


floor treatments, sanitation, main- 


f last years. It is our purpose now to as- 
sure their continued productivity 
during the closing years of their 
first century. The appointment of 
Mr. Colman is an indication of our 
resolve to implement new plans, 
although further elaboration of 
them is necessary before presenta- 
tion for public consideration.” 


Educate for Atom Attack 


New Hampshire-Vermont Hos- 
pitalization, the Blue Cross plan 
for the two states, is distributing 
150,000 copies of the government 
booklet, “Survival Under Atomic 
Attack,” as a public service to the 
citizens of both states. 

Adm. Miles R. Browning, civil 


The original beauty and color 
of this floor is permanently pro- 
tected by Hillyard Care against 
surface wear. No danger of 
damage from dirt, daily traffic 
—no soiling from spilled foods, 
liquids—no fear of slipping 
accidents. Hillyard’s exclusive 
penetrating ONEX-SEAL seals 
out dirt—provides the hard, 
glossy, slip-resistant surface 
you see above—to resist scuffs, 
scratches, spots. It's waterproof 
. .- is easily maintained with 
Hillyard’s SUPER SHINE-ALL 
neutral chemical, no-rinse, 


tenance products and efficient ma- 
chines, are particularly adapted to 
hospital needs. Quick-acting, work- 
saving, they get the job done “on 
schedule” without fuss, muss or 
noise to disturb patients—and with 
a minimum of employed labor. 


AT YOUR SERVICE... 


Hillyard’s staff of trained Maintain- 
eers. Will show you practical ways 
to speed room clean-up, corridor 
polishing, keep entire hospital anti- 
septically clean and neat... at 
savings up to 50%. In key cities, 
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medical education, according to 
Dr. Elmer L. Henderson of Louis- 
ville, president of the association. 

A national magazine recently 
published an article which laid an 
alarming shortage of physicians in 
the United States to the activities 
of the American Medical Associa- 
tion in opposing federal aid to 
medical education. In answering 
these charges, Dr. Henderson said 
that the magazine article had been 
misleading. ‘‘We don’t need as 






many doctors as we used to,” said 
Dr. Henderson, because of modern 
transportation, improved diagnos- 
tic techniques and shorter periods 
of illness. 


Society for Crippled 


Jayne Shover has been appoint- 
ed associate executive director of 
the National Society for Crippled 
Children and Adults, according to 
an announcement made last month 
by Lawrence J. Linck, executive 
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director. For the past five years, 
Miss Shover has directed the pro- 
gram services and the cerebral 
palsy division of the society. 

The newly created position of 
associate executive director car- 
ries with it responsibility for the 
advancement of direct services, 
education and research. 





HOSPITAL ADMISSIONS 
(NET INPATIENT) 


PER 1.000 PARTICIPANTS 


AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 








ADMISSION-STAY 


During October 1950, there were 
119 per 1,000 Blue Cross members 
hospitalized. This was an increase of 
6.25 per cent over the September fig- 
ure of 112 admissions per 1,000 mem- 
bers. In October 1949, the rate of 
admissions was 112 per 1,000 mem- 
bers, or equal to the rate in Septem- 
ber 1950. Admission rates during 1950 
continued higher than the rates for 
corresponding periods in 1949. 

Stays for hospitalized Blue Cross 
patients averaged 7.53 days during 
September 1950, remaining un- 
changed over the August figure. The 
average for September 1950 showed 
a slight decrease of .09 days, or 1.2 
per cent, as compared to the average 
for September 1949, 7.62 days. 

The number of inpatient days of 
care per 1,000 participants decreased 
from 907 days in August 1950 to 825 
days in September, a drop of approxi- 
mately 10 per cent. The number of 
inpatient days per 1,000 participants 
decreased 14 days, or 1.7 per cent, 
during September 1950, as compared 
to September 1949. 
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Yes, air infiltration of only 0.095 cfm is equivalent 
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established standards for casement windows and 
projected sash. 





AT LAST! Year’round patient comfort. Auto-Lok’s 
tight closure eliminates dangerous “cold spots” 
common to most windows...and when you want 
it,100% ventilation...even when it’s raining... 
with just a few simple turns of the operator. 


AUTO-LOK, the all-climate awning window, is 
fast becoming the first choice with hospitals the 
country over, because it: 


@ reduces air infiltration to @ provides positive protec- 
a minimum. tion against all climatic 
extremes. 


‘ @ assures draft-free ventila- 
@ slashes fuel bills. tion...even when it’s raining. 


@ reduces maintenance costs. 


@ makes air conditioning @can be cleaned entirely 
more economical. from the inside. 


MAKE USE OF OUR ENGINEERING DEPARTMENT 


Many architects are taking advantage of Ludman engineering serv- 
ice. Our capable engineering staff is called upon daily to solve in- 
tricate hospital window problems .. . they will be delighted to work 
with you at any time! 
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EDUCATION 





Medical Schools to Expand 


A group of professional educa- 
tors’ associations met in Atlantic 
City during January and had much 
to say about the problems of medi- 
cal education and shortage of phy- 
sicians, and forthcoming solutions 
to the problems. 


According to reports presented 


“to the American Conference of 


Academic Deans, medical schools 
throughout the country will be ex- 
panding during the next few years 
and new schools will be created 
to alleviate the growing shortage 
of physicians. An estimated $100,- 
000,000 will be spent for construc- 
tion, renovation and establishment 
of new schools. 
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A resolution passed by the Asso- 
ciation of American Colleges 
tackled the problem of medical 
education by calling for federal fi- 
nancial support for medical schools 
and the establishment of federal 
medical scholarships for outstand- 
ing students. 

Dr. John M. Stalnaker, director 
of studies of the Association of 
American Medical Colleges, re- 
ported to his organization that 34 
of the 79 approved medical schools 
in the United States have expan- 
sion or construction programs 
planned for the near future. 

One new medical school already 
has been announced. Yeshiva Uni- 
versity, New York City, plans to 
establish a medical center eventu- 
ally offering training for dentists 
and physicians. The first class of 
medical students will be admitted 
in the fall of 1952. 


Research in Heart Disease 


Forty-one research fellowship 
awards were announced during 
January by A. W. Robertson, 
chairman of the board of the 
American Heart Association. Total- 
ing $173,800, the awards will be 
used for study of heart and blood 
vessel diseases. 

An additional award of $17,400 
to Western Reserve University, 
Cleveland, was made for the pur- 
pose of developing new research 
skills. The money will go to the 
training school for cardiovascular 
investigators under the direction 


of Dr. Carl J. Wiggers, which was - 


established some time ago at 
Western Reserve. 

Research studies which will be 
aided by the new awards include 
the development of a mechanical 
heart-lung apparatus for cardiac 
surgery, development of an arti- 
ficial kidney as a research and 
therapeutic tool and continued re- 
search into high blood pressure 
and rheumatic fever. 

The heart association’s awards 
were made from funds contributed 
by the American public in the 
1950 heart campaign held last 
February. 


Employee Education 

A visual education program for 
the employees of Riverside Hos- 
pital, Paducah, Ky., has resulted 
from a gift to the hospital of a 
new 16-millimeter movie project- 
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or. Employees see a movie a week, 
according to Helena R. Hughes, 
administrator of the hospital. 

The first film to be shown was 
one on safety, “Diagnosis Danger.” 
Other subjects in the visual edu- 
cation program include bed bath- 
ing, nursing care of the cardiac, 
oxygen therapy, taking of tem- 
peratures, blood pressure and pulse 
rate, isolation technique, pre- 
operative care, food handling and 
public relations. 


Films are shown to employees 
at hours when the regular sched- 
ule of work will not be seriously 
interrupted. 

Riverside Hospital has 114 beds 
and 139 employees. 


New Course for Librarians 


Simmons College, Boston, is es- 
tablishing a new, four-year course 
of study in medical records ad- 
ministration, to be offered for the 
first time in September 1951. It is 











The “‘blow-out” is one of the most 
common causes of syringe breakage. 
It is caused by sterilizing an unclean 
barrel and plunger together. 
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Always make sure that syringe parts 
are rinsed in cold water immediately 
after use. Before sterilization, scrub 
with warm water and green soap, 
rinse in three changes of water and 
finally rinse in alcohol or ether. 


For a handy chart of 11 types of syr- 
inge breakage and how to avoid them, 
write to Box 32-B. 
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the first school in the New Eng- 
land area to establish this training 
on a collegiate basis. 

Students will spend the first 
three years of the course in ihe 
Simmons College school of busi- 
ness. The fourth year will be di- 
vided between courses at the col- 
lege and practical experience at 
Massachusetts General Hospital. 
At the completion of the program, 
a bachelor of science degree will 
be awarded. 

The Simmons program is aimed 
at training administrative workers 
who can serve in small hospitals 
as supervisors of the record de- 
partment and in large hospitals as 
assistant supervisors. 





INSTITUTES 

(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Institute for Nurse Anesthetists—Feb. 19-23: 
Birmingham, Ala. (Jefferson-Hillman Hos- 
pital and Medical College of Alabama). 

Institute on Dietetics, in conjunction with 
New England Hospital Assembly—March 
29-30; Boston (Kenmore Hotel). 

Institute on Purchasing, in conjunction with 
Southeastern Hospital Conference—April 
2-3; St. Petersburg (Vinoy-Park Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Midwest Hospital Association— 
April 9-10; Kansas City, Mo. (President 
Hotel). 

Institute on Dietetics—April 23-27; Pasa- 
dena, Calif. (Huntington Hotel). 

Institute on Public Relations, in conjunction 
with Carolinas-Virginias Hospital Confer- 
ence—April 24-25; Roanoke, Va. {Roanoke 
Hotel). 

Institute on Personnel Relations, in conjunc- 
tion with Texas Hospital Association— 
April 27-28; San Antonio (Plaza Hotel). 

Institute on Laundries, in conjunction with 
Tri-State Hospital Assembly—May 3-4; 
Chicago (Palmer House). 

Institute on Administrative Utilization of Ac- 
counting Data, in conjunction with Upper 
Midwest Hospital Conference—May |4- 
15; Minneapolis (Nicollet Hotel). 

Institute on Credit and Collections, in con- 
junction with Middle Atlantic Hospital As- 
sembly—May 21-22; Atlantic City (Cla- 
ridge Hotel). 

Institute on Engineering—June 4-8; New York 
City (Hotel New Yorker). 

Institute on Pharmacies—June 11-15; New 
Orleans (Roosevelt Hotel). 

Institute on Public Relations—June 18-20; 
Princeton, N. J. (Westminster Choir Col- 
lege). 

Institute on Housekeeping—June 25-29: 
Pittsburgh (Webster Hall). 

Institute on Purchasing—Oct. 22-26, 1951; 
Highland Park, Ill. (Moraine Hotel). 

Institute on Establishment—Nov. 5-9, 1951; 
Washington, D. C..(Wardman Park). 

Institute on Personnel Relations—Nov. °5-9: 
Richmond, Va. (John Marshall Hotel). 

Institute on ’Laundries—November 26-30; 
Boston (Kenmore Hotel). 

Institute on Financial Administration of the 
Proprietary Hospital — November 5-9; 
Houston (Rice Hotel). 
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To Simplify Short Anesthesias 


with 
rapid induction... 
prompt, quiet recovery... 


low incidence of nausea... 


VINETHENE is a preferred inhalation anes- 
thetic for use in operations of short dura- 
tion, for induction prior to ether anesthesia, 
and for complementing nitrous oxide-oxygen. 
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Study Chronic Diseases 


The Commission on Chronic Ill- 
ness and two co-sponsors, the Na- 
tional Health Council and the Pub- 
lic Health Service, will present a 
conference on chronic disease to 
be held in Chicago, March 12-14. 

Preventive aspects of chronic 
illness will receive primary em- 





phasis at the working conference, 
and discussions will be based on 
authoritative summaries of pres- 
ent day scientific knowledge re- 
garding prevention and early care. 
Leonard W. Mayo, chairman of 
the commission and general direc- 
tor of the Association for the Aid 
of Crippled Children, New York 
City, will preside at general ses- 
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sions of the conference. Dr. Mor- 
ton L. Levin, staff director of the 
commission, is conference director, 

Four organizations—the Ameri- 
can Medical Association, American 
Hospital Association, American 
Public Health Association and 
American Public Welfare Associa- 
tion—founded the Commission on 
Chronic Illness in 1949. It is now 
an independent national agency 
studying the social-medical-eco- 
nomic problems presented by the 
various forms of chronic illness and 
disability. Commission headquar- 
ters are in Chicago. 

Later national conferences 
planned by the commission will 
consider care and rehabilitation 
aspects of long term illness. 


























Statistics for 1950 


Although the country’s health 
improved during 1950 and the 
birth rate approximated the all- 
time high of 1947, statisticians of 
the Metropolitan Life Insurance 
Company reported that certain 
chronic diseases had higher mor- 
tality rates and motor vehicle ac- 
cident rates also were up for the 
year. 

The death rate in 1950 was about 
9.6 per 1,000, or one per cent below 
the previous record for 1949, ac- 
cording to Dr. Louis I. Dublin, chief 
statistician for Metropolitan. 
Chronic diseases of the heart, kid- 
neys and blood vessels showed 
slight increases in mortality. A 
new low death rate for tubercu- 
losis was established with a reduc- 
tion of more than 10 per cent over 
the 1949 figure. 

Almost 3,700,000 babies were 
born in the United States during 
1950, and infant mortality de- 
clined to a new minimum of 29 per 
1,000 live births. According to 
Metropolitan’s statisticians, the 
sustained high level of births is 
particularly remarkable because 
the number of marriages dropped 
sharply between 1946 and 1949, 
during which years the birth rate 
remained at a record level. 






















































































Rochester Isotope Center 


The University of Rochester 
(N. Y.) Medical School has estab- 
lished, in cooperation with the 
Atomic Energy Commission and 
five Rochester hospitals, an iso- 
type center for distribution of 
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THE big, new, 312-page WECK Catalog of 
Surgical Instruments and Hospital Supplies, 
pictured above, is OUTSTANDING. 


OUTSTANDING in many ways: 


1. It contains over 3,000 items, largely 
“bread and butter” items of hospitals, but 
many novelties, new instruments and devices 
which make for the modern ‘‘outstanding” 
institution. 


REMEMBER WECK INSTRUMENTS ARE MADE CORRECT — SOLD DIRECT — to HOSPITALS! 


EDWARD WECK & COQO., 


Manufacturers of Surgical Instruments 
SURGICAL INSTRUMENT REPAIRING * HOSPITAL SUPPLIES 
- Brooklyn 1, N.Y. 


135 Johnson Street 
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2. It contains thumbnail biographies of 
OUTSTANDING surgeons of the world, which 
makes it ideal for use as a supplementary 
educational book. 

3. Each and every item is priced right in the 
book, adjacent to the illustration or descrip- 
tion, making it OUTSTANDINGLY easy-to-use. 

A copy has been mailed your hospital. See 
that it is kept on file, please. If additional cop- 
ies are needed write to us at address below. - 
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radioisotopes for clinical and di- 
agnostic use in hospitals of the 
area. 

Because of the nonprofit basis 
for the project and the fact that 
it will be operated on a cost basis, 
the hospitals will realize great 
financial savings in conducting 
their radioisotope programs. If 
each hospital were to finance its 
own program, it would cost from 
$20,000 to $60,000 as an initial in- 
vestment. In coordination with the 









University of Rochester, each hos- 
pital will pay only $1,500 to 
$2,000 at the outset. 

Dr. Joe W. Howland, chief of 
the division of medical services, 
University of Rochester Atomic 
Energy Project, initiated the re- 
gional isotope program. Arrange- 
ments were made with the isotope 
division of the Atomic Energy 
Commission, which is headed by 
Dr. Paul C. Aebersold, at Oak 
Ridge, Tenn. 











> Straight Hits! 





building. 


million dollars. 


their $300,000 goal. 


Cartton G. KetcHuM 
President 





The good citizens of St. Joseph, Michigan—if 
they were in show business or baseball—could 
claim three straight hits, a superlative record 
any way you look at it! 

They have just responded for the third time 
in a row to thé appeal of the St. Joseph Memorial 


Hospital for funds to complete a new, up-to-date 
In 1944, they contributed more than half a 


In 1947, when construction was about to 
begin, they gave about $300,000. 
In 1950, they raised $340,518—easily topping 


Each of these over-the-goal campaigns was 


directed by Ketchum, Inc. 


KETCHUM, INC. 


Campaign Divec on 
c 


CHAMBER OF COMMERCE BLDG., PITTSBURGH 19, PENNSYLVANIA 
Norman MacLeop 
Exec. Vice President 


500 FIFTH AVENUE, NEW YORK 18, NEW YORK 
H. L. Gires, Eastern Manager 


MEMBER AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 


McCiean Worx 
Vice President 






























10,000th Inpatient 


Because he was the 10,000th in- 
patient admitted to Germantown 
Hospital, Philadelphia, in 1950, 
Carl Noll received one of the low- 
est hospital bills in hospital his- 
tory. It amounted to 1/10,000th of 
one cent and commemorates the 
fact that this is the first time the 
hospital has had 10,000 inpatients 
in a single year. 

Mr. Noll is pictured above with 
Joseph Farrell, assistant director 
of Germantown Hospital, who pre- 
sented him with the bill. 


Report Year's Activities 


Established the early part of 
last year, the Health Information 
Foundation recently published a 
report of its activities during 1950. 
The foundation aims to improve 
the health of the United States by 
collecting facts about health facil- 
ities and distributing information 
about these facts to the general 
public. 

In order to collect facts, the 
foundation is cooperating finan- 
cially in research projects by the 
University of Pennsylvania and 
the American Hospital Association. 
The Pennsylvania project is a 
study of insurance for catastroph- 
ic illness. The Association study, 
for which the actual work has yet 
to be started, is on financing of 
hospital care. 

Three projects have been under- 
taken under the direction of the 
foundation. One of these is a 
study of the effectiveness of a 
multi-test health clinic in Rich- 
mond, Va. In another project, the 
foundation. is making a test sur- 
vey in a small city to find out 
how the citizens of a community 
might be able to appraise the 
health facilities of their commun- 
ity by themselves. The third study 
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CRYSTALLINE eo 
‘Terramycin 
Capsules 
250 mg., bottles of 16 and 100: 


100 mg., bottles of 25 and 100 
50 mg., bottles of 25 and 100. 


Téerramycin 


Intravenous 


10 ce. vials, 250 mg. ; 
20 cc. vials, 500 mg. 


Terramyci 
Ointment 


30 mg. per Gm. ointment; 
tubes of 1 oz. 


Terramycin 


HYOROCHLORIDE 


Elixir* 
1.5 Gm. with 1 fl. oz. of diluent 


*Formerly Terrabon 


CRYSTALLINE oe 
Yerramycin 
Ophthalmic Ointment 

1 mg. per Gm.; tubes of 1% oz. 
Ophthalmic Solution 
5 cc. dropper-vials containing 25 mg. 
for preparation of topical solutions 


CRYSTALLINE a 


-Crr alMycl 


roches 
15 mg. each troche; packages of 24 
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An appropriate dosage form 


for patients on all services 


These specialized dosage 
forms of Terramycin 

now ‘provide opportunity for 
the physician to choose 

the medication best suited 
for the clinical situation, 
thus permitting greater 
flexibility and convenience 


in therapy. 


Antibiotic Division 


CHAS. PFIZER & CO., INC. 
Brooklyn 6, N.Y. 














will be on the entire subject of 
payment for comprehensive medi- 
cal and other health care. 

The foundation also is setting 
up a library covering subjects in 
the medical and health field. 


New York City Hospitals 


The 14 general and 17 special 
hospitals operated by the City of 
New York provided care during 
1950 for an average daily census 
of about 21,266 patients. Included 


in this figure for daily care are the 
home care services, which reached 
an average of 1,344 persons daily. 

This and other information on 
utilization of New York City’s 
municipal hospitals is included in 
Part I of the annual report of the 
department of hospitals, released 
in January by Dr. Marcus D. 
Kogel, commissioner. 

Although approximately 1,000 
more patients were treated each 
day in 1950 than in 1949, hospital 








time of emergency. 


human suffering. 


as well. 


Fred 


$3 Pulaski Street. e 





RESPONSIBILITY 


As National Defense becomes the number one job of 
American Industry, so does a sense of responsibility 
become an indispensable ingredient of America’s se- 
curity. We, here at Haslem, keenly feel this responsi- 
bility and are prepared to fulfill our obligations in 


Whether our resources are employed for global war 
or in the pursuits of peace, we shall continually strive 
to make the best Surgical Instruments possible . . . 
for full well do we realize that in war or in peace our 
job is to aid in the saving of lives and in the relief of 


Fred Haslam & Co. for over 100 years has main- 
.tained a sincerity of purpose, a pride in our products 
and a ceaseless research for perfection. For the future, 
we pledge ourselves to continue this policy as we ac- 
cept our responsibilities not only to the Armed Serv- 
ices, but to the requirements of the Medical Profession 


“Since 1848, Obedience RAL To The Surgeon's Pouch 


Haslam 
Brooklyn 6, 
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occupancy decreased slightly dur- 
ing 1950, resulting from the ex- 
panded home care and outpatient 
services. Occupancy during 1949 
was 100.9 per cent and last year 
was 99.5 per cent. The total bed 
capacity for all hospitals is 20,329. 

Services rendered by the home 
care program, offered by 16 of the 
hospitals, were equivalent to a 
1,500-bed hospital. operating 
throughout the year at 85 per 
cent occupancy, according to the 
report. 

To expand diagnostic services 
for outpatients, the department of 
hospitals established diagnostic 
clinics at five hospitals which of- 
fer a preliminary screening of pa- 
tients. 


National Safety Council 


Charles F. Alexander has been 
appointed manager of the indus- 
trial department of the National 
Safety Council, it was announced 
during January by Ned H. Dear- 
born, president of the council. 


1951 Campaign Poster 
MOBILIZE FOR DEFENSE 


SUPPORT THE 1951 RED CROSS FUND 





The well-known American ar- 
tist, Norman Rockwell, designed 
the 1951 Red Cross campaign post- 
er, shown above, which will be 
used with this year’s campaign 
slogan, ‘Mobilize for Defense.” 
Workers from three major Red 
Cross services are shown moving 
into an emergency. There are a 
doctor carrying a bottle of blood 
for instant transfusion, a trained 
first aider with full kit, and a 
woman volunteer representing the 
millions ef workers who contribute 
to the Red Cross program. 

A goal of $85,000,000 has been 
set for the 1951 campaign, to be 
conducted for the entire month 
of March. 
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“You Build for your own 


and your country’s future 


when you save...” 


BENJAMIN F. FAIRLESS 


President, U. S. Steel Corporation 


“A free economy, such as ours, is built on the savings of the people. And the 
future security of America depends on the initiative and the growth of every 
citizen. We in U. S. Steel encourage our employees to join the Payroll Savings 
Plan, and we are proud that the National Tube Company, one of our subsidi- 
aries, was the first of the large industrial companies of the nation in 1950 to 
have more than 80% of its employees participating. Remember, you build for 
your own and your country’s future when you save.” 


Mr. Fairless is not expressing a personal opinion, nor is he 
speaking for other far-seeing executives when he tells you 
that our economy is built on the savings of the people and 
aman builds for his own and his country’s future when he 
saves, 

Actually, Mr. Fairless is merely putting in words the 
thoughts and action of the millions of employed men and 
women who now hold more than 50 billion dollars in U.S. 
Savings Bonds. 

$50,000,000,000! Who sold all those bonds to millions 
of people? The answer is, nobody sold them. 

80% of the employees of the National Tube Company .. . 
15% of the employees of Carnegie-Illinois Steel Company 
... thousands of employees of other U.S. Steel subsidiaries 
-..more than 8 million employees of other companies 


bought U.S. Savings Bonds and are buying them every 
month on the easy, automatic Payroll Savings Plan. Their 
employers merely offered these men and women an oppor- 
tunity to save for their future. There was no pressure, no 
emotional appeal. : 

How does employee participation in your Payroll Sav- 
ings Plan match up with the 80% of National Tube, the 
75% of Carnegie-Illinois? Or, perhaps you are one of the 
relatively few large companies that do not have a Plan? 
In either case, wire or write, Savings Bond Division, U.S. 
Treasury Department, Suite 700, Washington Bldg., Wash- 
ington, D.C. Your State Director is ready to help you with 
a package plan— application blanks, promotional material, 
practical suggestions and all the personal assistance you 
may desire. 


The U.S. Government does not pay for this advertising. The Treasury Depart- 
ment thanks, for their patriotic donation, the G. M. Basford Company and 
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- + ASSOCIATION BUSINESS: - 


Prepare for St. Louis Convention 


Arrangements are being worked 
out for the Association’s fifty-third 
annual convention with general 
sessions, business meetings, panel 
discussions and forums and eve- 
ning social events making up the 
program which will be presented in 


St. Louis, from September 17 to 20. 

On September 16, the Sunday 
preceding the official opening of the 
convention, the American College 
of Hospital Administrators will 
conduct its annual convocation for 
new nominees, members and fel- 





HOSPITALS 
REPORT 


RB TROUBLE 
ONES 


... Where AIRKEM is indicated 


Check these 9 sources 


of ODORS that can 


repel visitors and upset patients. 


oporoUs 6, utuiry 
* DISEASES ROOMS 


9, PATHOLOGICAL 7 OPERATING _ 
* LABS * ROOMS 


§, LAUNDRY AND 
* CHUTES 


AUTOPSY 
* ROOMS 


3. PAINT 
4, KITCHENS 
5. LAVATORIES 


Like all good hospitals, you no 
doubt use Airkem to kill odors in- 
stantly—by counteracting! Airkem 
contains Commercial Chlorophyll. 

But is Airkem policing the dan- 
ger zones for you? Check the nine 
odor sources reported by hospitals. 
Make sure you're getting odor 
protection everywhere. With 
Airkem Mist in handy aerosol 
bombs to wipe out emergency 
smells. With Airkem portable fan 
units for constant odor-insurance. 

Perhaps you have other special 
odor problems. Write us about 
them and we'll gladly help. 

Order from your Airkem Sup- 
plier today, or write to Airkem, 
Inc., 241 East 44th Street, New 
York 17, N. Y. 
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lows. The Association’s House of 
Delegates also is scheduled to meet 
on Sunday. 

Convening with the American 
Hospital Association will be the 
American Association of Medical 
Record Librarians, the American 
Association of Nurse Anesthetists, 
the American College of Hospital 
Administrators, the Association of 
Hospital Planning Agencies, Hospi- 
tal Architects, and the Women’s 
Hospital Auxiliaries. 

General program: Four general 
sessions will be held during the 
convention, one Monday afternoon, 
one Tuesday afternoon and one 
each Thursday morning and after- 
noon. The opening session will de- 
vote itself to the theme of trends 
influencing the quality of hospital 
care. The international situation 
and mobilization will be the sub- 
ject of another session. 

Other meetings will deal with 
Blue Cross-hospital relationships, 
and the T-P-R contest will be con- 
tinued from last year. An over-all 
institute-type program in dietetics, 
nursing, personnel, and purchas- 
ing will be given. 

The fifty-third convention will 
be in session officially Monday 
morning, September 17, when the 
exhibits are opened. Exhibit res- 
ervations indicate that the show 
will be of the same size and extent 
as last year’s display. 

Housing: Headquarters hotel for 
the convention will be the Jef- 
ferson, with meetings scheduled in 
the Kiel Auditorium. Due to the 
limitations of the number of rooms 
in any single hotel, headquarters 
for the various group meetings 
have been distributed among in- 
dividual hotels. 

The hotels indicated for each 
group include the Jefferson (Amer- 
ican Hospital Association and the 
American College of Hospital Ad- 
ministrators); the Statler (Wom- 
en’s Hospital Auxiliaries); the 
Sheraton (American Association of 
Medical Record Librarians); the 
Lennox (American Association of 
Nurse Anesthetists); and the De- 
Soto (Association of Hospital Plan- 
ning Agencies). 

A room, deposit of $5 for each 
person will be required. Applica- 
tion forms will be mailed to mem- 
bers early in February. All corre- 
spondence regarding accommoda- 
tions and room assignments should 
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Many sizes and arrangements. Sturdy, sanitary, 
welded-steel construction. Outstanding features. 
J WALK-IN COOLERS 
Sectional design—easily enlarged. Metal-clad to 
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be mailed to F. H. Rein, secretary 
and general manager, St. Louis 
Convention and Publicity Bureau, 
911 Locust St., St. Louis 1, Mo. 
Confirmation of assignments will 
be made directly from St. Louis. 
Because of the dearth of single 
room accommodations, it is sug- 
gested that members try to ar- 
range for double room reserva- 
tions. 

Special session: The Association’s 
fourth annual national Conference 
for Women’s Hospital Auxiliaries 
will introduce an innovation at the 
convention when special sessions 
for State Advisory Counselors will 
be held on Monday, September 17. 
The official program opens the fol- 
lowing day: Mrs. L. L. D. Tuttle of 
Houston, Texas, is the chairman of 
the women’s hospital auxiliary 
committee. National committee 
meetings will be held February 
26-27, in Chicago, with the main 
item of business being the confer- 
ence program. 

Committee: Program plans for 
the fifty-third convention are be- 
ing developed by the Committee on 
Convention Program Planning. The 
chairman is Association President 
Charles F. Wilinsky, M.D., Beth 


Israel Hospital, Boston. Members of 
the group are: W. E. Arnold, St. 
Luke’s Hospital, Jacksonville, Fla.; 
Dr. Edwin L. Crosby, Johns Hop- 
kins Hospital, Baltimore; Arden E. 
Hardgrove, John N. Norton Me- 
morial Infirmary, Louisville; Ritz 
E. Heerman, the California Hospi- 
tal, Los Angeles; Dr. Jack Masur, 
Public Health Service, Washing- 
ton D. C.; Leo G. Schmelzer, Gar- 
field Memorial Hospital, Washing- 
ton, D. C., and Dr. Merrill F. Steele, 
Christ Hospital, Cincinnati. 


1950 Registration Report 


The greatest total registration in 
Association convention history, 7,- 
965 persons, was recorded at the 
1950 convention of the American 
Hospital Association. Statistical in- 
formation on the registration was 
distributed last month to all mem- 
bers and convention exhibitors. 

There were 1,611 hospitals rep- 
resented at the convention, almost 
125 more than in 1949. Every state 
was represented in the total regis- 
tration, and at least one person in 
an administrative capacity attend- 
ed from every state. The total 
number of administrators or as- 
sistant administrators at the At- 
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Nurses and patients prefer 


LOBANA 


“Ulmer” 


LOBANA is a 
modern cream that 
replaces old fash- 
ioned body rubs. 
See how this sooth- 
ing, antiseptic 
cream lubricates 
and protects patient’s skins from 
bed sores and skin sensitivities. 
Your patients feel so refreshed after 
a LOBANA rub! A little goes a 
long way, too! Clip coupon below 
for free sample. 
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lantic City convention was 1,952, 
or about 500 more than at the pre- 
ceding convention. 

Convention commercial exhibi- 
tors increased from 267 in 1949 to 
316 in 1950 to set another record 
high in convention history. At- 
tending these exhibits were 2,100 
manufacturers and dealers. 

In addition to the statistical in- 
formation about the 1950 conven- 
tion, the Association has prepared 
a listing of all registrants at the 
convention which has been pub- 
lished in a limited edition. Copies 
of the registration list have been 
sent to exhibitors for their use. 
There are a few remaining copies 
of the list which can be purchased 
by exhibitors desiring more than 
one copy at the price of $5 each. 


1950 Membership Growth 


The American Hospital Associa- 
tion ended 1950 with a member- 
ship gain of more than 1,000 for 
the year. Final figures for the year 
reveal there were 5,096 institu- 
tional members, an increase of 889, 
and 3,785 personal members, a 
yearly gain of 242, in the Associa- 
tion. 

Type V institutional member- 
ship, first available to auxiliaries 
in January 1950, is held by 520 
women’s hospital auxiliaries. 

A large net gain of 311 was re- 
corded for the category of active 
institutional members. There are 
now 4,340 active institutional 
members in the Association. 

In addition to 24 new life mem- 
bers, there was a gain of 215 active 
personal members. Names of per- 
sons who became life members of 
the Association during 1950 were 
announced on page 125 of Hospli- 
TALS for January. 


- NURSING - 


Administration of Nursing 


Fourteen universities and sev- 
eral federal agencies are repre- 
sented at the workshop in admin- 
istration of nursing services in 
hospitals, arranged by the W. K. 
Kellogg Foundation, which got 
under way on the University of 
Chicago campus during January. 
Participation in the five-month 
study program is by invitation 
from the Kellogg Foundation. 

The current workshop is a pre- 
liminary step in a larger program, 
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to be centered around the general 
problem of utilization of nursing 
services, which will be developed 
during the coming year between 
the foundation and the _ institu- 
tions whose schools of nursing 
are represented at the workshop. 

Participants in the workshop 
on the University of Chicago 
campus are all faculty members 
of university courses in nursing. 
Their program at Chicago, under 
the direction of the social sciences 
division, will be aimed at strength- 
ening the development of educa- 
tional programs for nursing ad- 
ministrators. 

At the end of the workshop pro- 
gram, the 35 representatives will 
return to their institutions and 
initiate a three-to-five-year plan 
for establishing instruction in the 
administration of nursing services, 
or for the improvement of the 
present program if the school 
has one. 

Universities represented at the 
workshop are Boston University; 
Columbia University; St. Louis 
University; Syracuse University; 
the universities of Chicago, Colo- 
rado, Iowa, Minnesota, Mississippi, 
Pittsburgh, Texas and Washing- 
ton; Wayne University, and West- 
ern Reserve University. In addi- 
tion, there are representatives 
from the Public Health Service, 
Veterans Administration, and the 
nurse corps of the Army, Navy 
and Air Force. 


Change of Address 


The American Nurses’ Associa- 
tion and three allied organizations 
have moved into a new national 
headquarters building at 2 Park 
Avenue, New York City, it was 
announced last month by Ella Best, 
executive secretary of the nurses 
association. Joining in the move 
from the former headquarters at 
1790 Broadway, were the Ameri- 
can Journal of Nursing, the Na- 
tional League of Nursing Educa- 
tion and the National Organization 
for Public Health Nursing. 


Improvement Program 


A three-year study and im- 
provement program has been un- 
dertaken by the five national nurs- 
Ing organizations which are spon- 
soring the National Committee for 
the improvement of Nursing Serv- 
\ces. The program will be financed 
by a $200,000 grant from the W. K. 
Kellogg Foundation of Battle 
Creek, Mich., and will be under 
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the supervision of Marion W. 
Sheahan. 

Changing health needs of the 
country and greater demands for 
nursing service have prompted the 
establishment of the committee 
and will determine the scope of its 
work. Nursing services in hospitals 
and health agencies will be studied. 
The first step in the program, a 
nation-wide survey of the educa- 
tional practices in schools of nurs- 
ing, already has been completed. 

At the present time representa- 


tives of nursing, medical, hospital 
and general education fields are 
represented in the committee. A 
broadened membership is planned 
for the near future to include 
members from dentistry, social 
science, industry, labor, public 
health, governmental agencies and 
consumers of nursing service. 
The Joint Commission for the 
Improvement of the Care of the 
Patient will serve as an inter- 
professional advisory committee. 
The American Hospital Association 








NOW-The Zap 


ICELESS MECHANAIRE 





Here is another new contribution by 
O.E.M. to better oxygen therapy— 
the O.E.M. Mechanaire. This new 
iceless oxygen tent, first to be awarded 
the approval of the Underwriters’ 
Laboratories, is a major contribution 
to the profession, offering features of 
safety, efficiency and economy never 
obtainable before. 

Of major importance to users, the 
O.E.M. Mechanaire coil will not freeze 
up (ice) regardless of humidity or 
weather conditions. Perfectly balanced 
air conditioning prevents deposition 
of moisture on coil with consequent 
icing—permits instant, even thermo- 
static control of temperature, humid- 
ity. No defrosting is necessary. 

The O.E.M. Mechanaire is also 
equipped with the full-bed O.E.M. 
Cleerlite Transparent Permanent Can- 
opy (thickness, 5 mil). It is water- 
proof, will not pit or stipple in oxygen, 
is resistant to air, alcohol, acids—does 
not deteriorate or become brittle. 

The O.E.M. Mechanaire is the light- 
est oxygen tent available today, weigh- 
ing only 175 pounds. It handles easily 
with practically no effort. 

There are still other important fea- 
tures you should know about the 
O.E.M. Mechanaire. Write today for 
our new catalog. 


DRPORATION 


(Oxygen Equipment Mfg. Corp.) 
FITCH ST., EAST NORWALK, CONN. 
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is a participating member on the 
joint commission. 


Kellogg Education Grants 


New programs in nursing edu- 
cation at Boston University and 
Columbia University, New York 
City, have been financed in part 
by recent grants by the W. K. Kel- 
logg Foundation in Battle Creek, 
Mich. The foundation also has an- 
nounced that the state of Michi- 
gan’s practical nurse education 
program will receive additional 
funds. 

Under the auspices of Boston 
University, an in-service educa- 
tion program for nurses will be 
developed utilizing the facilities 
of the 40 hospitals in Massachu- 
setts and Maine which are affili- 
ated with New England Center 
Hospital, Boston. The nurse edu- 
cation program will parallel the 
existing program for medical edu- 
cation which was first established 
as part of the Bingham Associates 
plan for improving medical care 
in that area. 

Two projects in nursing educa- 
tion at Columbia University will 
be financed by the Kellogg Foun- 
dation grant. The major part of 
the funds will be used to estab- 
lish a demonstration teaching cen- 
ter for nursing service adminis- 
tration in a new municipal hos- 
pital near Columbia University. 
Research in bedside nursing care 
of patients will be undertaken at 
the center and experiments made 
with the use of a nursing “team” 
in patient care. 

Also at Columbia, the nursing 
service administration course of 
instruction will be expanded with 
the newly received funds. 

Michigan’s program for the edu- 
cation of practical nurses was 
started in 1947 as a three-year 
project with the goal of educating 
800 practical nurses a year. Eight 
new centers established during the 
past three years graduated 503 
nurses in 1949-50. At the inception 
of the education program, existing 
schools in the state were training 
about 450 nurses each year. 


Institute for Anesthetists 


The American Hospital Associa- 
tion and American Association of 
Nurse Anesthetists are jointly 
sponsoring an institute for nurse 
anesthetists on February 19-23, in 
Birmingham, Ala. Institute ses- 
sions will be held at the Medical 
College of Alabama and Jefferson- 
Hillman Hospital. 

Applicants for the institute must 





be members of the American Asso- 
ciation of Nurse Anesthetists or 
employed by a hospital which holds 
membership in the American Hos- 
pital Association. A _ registration 
fee of $25 is charged which does 
not cover hotel room or meals for 
the five-day period. 

Further information and appli- 
cation blanks for the nurse anes- 
thetist institute are available from 
the headquarters of the American 
Hospital Association. 





Food Needed for Hospital 


The Christian Medical Col- 
lege and Hospital in Vellore, 
India, is struggling to main- 
tain its 484-bed hospital and 
at the same time provide re- 
lief assistance to the sur- 
rounding area in the midst of 
a severe famine, according to 
the Cooperative for American 
Remittances to Europe, Inc. 
Food, in particular dehy- 
drated vegetables and pow- 
dered milk, has become in- 
creasingly more scarce in 
South India during the past 
few years. 

Founded 50 years ago by 
an American woman, Chris- 
tian Medical College and Hos- 
pital is operated by the 
United Church of South India 
and sponsored by _ various 
church groups in the United 
States, Canada, United King- 
dom and Australia. Dr. Hilda 
Lazarus is director of the 
hospital. 











Nurse Recruitment Program 


At a meeting in Washington 
early in January, plans were out- 
lined for the armed forces cam- 
paign to secure 5,000 nurses by 
June 30. Nurses are needed most 
urgently by the Army Nurse Corps 
which has set its quota at 3,500. 
The Navy has specified 500 and the 
Air Force 1,000 nurse recruits by 
the end of June. 

Participating in the Washington 
meeting were representatives of 
the civilian nursing organizations 
and the chiefs of the military and 
other federal nursing services. The 
meeting was called by Col. Mary 
G. Phillips, chief of the Army 
Nurse Corps. 

According to plans made by 
these representatives of the nurs- 
ing profession, the American 
Nurses Association will lead the 


HOSPITALS 






































econc 
units. 
STAI 
col 





FEBRUAR) 








ngton 
- out- 
cam- 
as by 
most 
Corps 
3,500. 
1d the 
its by 


ngton 
es of 
ations 
y and 
5s. The 
Mary 
Army 


le by 
nurs- 
rican 
d the 


ITALS 


Combines 
SERVICE 
with 
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Save time, save ice, save 
emergencies — with this 
Gennett Cracked Ice Bulk 
Distributing and Storage 
Cart; filled direct from ice 
machine or crusher; stores 
or moves ice without re- 
handling, to diet kitchen, 
stationary storage cabi- 
nets _— or wherever 
ne & 


ALL STAINLESS 
STEEL, HEAVILY 
INSULATED 


CRACKED ICE CART 


MODEL XV—All stainless steel—inside and 
ETE LINE out. Three inch thick insulation conserves 
coMPL Ice ice. Silent heavy rubber tired 12” x3” wheels, 
oF CRACKED with matching swivel wheel on rear. Easily 
A aSaubeEe propelled. Length 30”; width 21”; height 39”. 
yTILiTY 'W\;abstmm Ice cream type lid. Hand operated bottom 
HYPODERMIC drain. Easily cleaned, inside and out, in 2 

and sig Che ANER minutes. Capacity: 150 lbs. flaked ice. 
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eA Dakon Is Indispensable 
WHENEVER HYDRO-THERAPY IS INDICATED 
OW Patient comrort 


pak & OPERATION SIMPLICITY 
pss¥ MAINTENANCE ECONOMY 


Over 4000 Dakon de- 
signed baths are in 
daily use in hundreds 
of Hospitals and 
Practitioners’ Offices 
throughout the U.S. 
Qualified Engineers 
with many years of 
Whirlpool Bath con- 
struction experience 
have developed these 
fully guaranteed and 
economically priced 
units. 


STAINLESS STEEL 
CONSTRUCTION 


@ Electric Turbine 
Ejector 2 H.P. 
efficient motor 
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mptying pump 

@ Counter Balanced 
Turbine Elevator 

@ Air Pressure 
Control 


Mobile and Stationary Models for Hip, Leg, Arm or in combination. 
rite for our CATALOG showing the complete line of Dakon 
Hydro-Therapy Equipment. 
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(Below) one compart- 
ment CUB Steamcraft 
counter model. Also 
made in 2 compartment 
size. Either size fur- 
nished for direct steam, 
or for gas or electric 
operation. With or with- 
out table-height base. 
Indicating timer or ful- 
ly automatic controls 
optional. 


3 compartment direct connected 
Steam-Chef. Also made in 2 or 4 
compartments. Gas or electrically 
operated models, too. 


Thousands of users in all kinds of mass feeding 
operations prefer the steaming method—and 
STEAM-CHEF and “Steamcraft” steamers to do 
their steam cooking. 

Steaming has so many convincing advantages, for 
so many different foods, that few operators who 
serve as many as 100 patrons a day can afford to 
pass it up. It means food perfectly cooked, in prime 
condition because freshly served as needed, with top 
nutritional values. It saves handling and scouring 
of numerous pots and pans. Nothing burns, boils 
away, or boils over. As to fuel cost, it is THE eco- 
nomical method. 


Steam-Chef heavy duty cookers are made in several sizes, 
from 1 to 4 compartments, to serve up to 800 people. 
Steamcraft Junior cookers and warmers are available in 
1 or 2 compartment sizes, with base or for counter use, 
for up to 200 servings per unit, with fully automatic 
controls or with indicating timer. Any of these steamers 
can be supplied for direct steam connection or for oper- 
ation on electricity or any kind of gas. Write your sup- 
ply house or us for all details. 


THE CLEVELAND RANGE COMPANY 


“The Steamer People” 
3333 LAKESIDE AVENUE CLEVELAND 14, OHIO 


For BETTER Steaming- 
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Address Cannon Electric Development Company, 
Division of Cannon Manufacturing Corporation, 
3209 Humboldt Street, Los Angeles 31, California. 
Canadian offices and plant: Toronto, Ontario. 
World export: Frazar & Hansen, San Francisco. 





GAN INIOIN) «2 EIDE CRUG 














recruitment program, functioning 
through its state nursing resources 
committees to assist nurse corps 
procurement officers in the field. 
Participants at the Washington 
conference voted to add to the 
state nursing resources committees 
representatives from the medical 
and hospital associations, military 
nurses, and representatives of the 
consumer public locally. The state 
committees now are setting up 
registers of all nurses in the state 
and working out criteria of essen- 
tiality with health agencies. 


Second Campaign Completed 


Last December Bronson Metho- 
dist Hospital, Kalamazoo, Mich., 
completed its second ‘successful 
fund-raising campaign within a 
five-year period and is now pre- 
pared to finish construction of a 
new medical center. 

The first campaign was conduct- 
ed in 1946 and brought more than 
$1,000,000 to the hospital in 
pledges. Rising costs and the need 
for increased bed capacity neces- 
sitated the second campaign. The 
campaign goal of $991,000 was 
oversubscribed by $267,000. 

Construction at Bronson Metho- 
dist Hospital was started in 1948 
and will be completed during the 
summer of 1951. The expansion 
will bring the hospital’s capacity 
to 260 beds and 46 bassinets. Rev. 
W. C. Perdew, D.D., is superintend- 
ent of Bronson Hospital. 


First Unit Completed 


New York University-Bellevue 
Medical Center in New York City 
held dedication ceremonies for 
the first unit of its new center on 
January 24. The new four-story 
building, constructed at a cost of 
over $2,000,000, will provide facil- 
ities for the center’s Institute of 
Physical Medicine and Rehabili- 
tation. 

The new building is part of a 
$32,000,000 development and con- 
struction program. A fund-raising 
campaign was initiated five years 
ago, and the center recently re- 
ported that 19,135 contributors 
have given $22,000,000 toward the 
total goal. 


Hospital Moving Day 


Thirty-two patients at New 
York Orthopaedic Dispensary and 
Hospital have been moved, to- 
gether with their medical records, 
x-rays, clothing and personal be- 
longings, to the new orthopedic 
building at the Presbyterian Hos- 


pital in New York City. The moy- 
ing, late in December, was accom- 
plished in 16 ambulance trips, 
each of which took about 40 min- 
utes. Seven of the patients were 
infants in cribs, 11 were children 
under 13 years old and 14 were 
adults. 

Following the transfer of pa- 
tients, the hospital began moving 
its 200 employees, furnishings and 
equipment. 

New York Orthopaedic Dispen- 
sary and Hospital, a unit of the 
Columbia-Presbyterian Medical 
Center since 1945, has been under 
the superintendency of Theodora 
Root for the past 38 years. John 
S. Parke is executive vice presi- 
dent of Columbia-Presbyterian 
Medical Center. 


Hospital Accountants 


The annual institute and work- 
shop of the American Association 
of Hospital Accountants will be 
held from July 15-20 at the Uni- 
versity of Indiana, Bloomington, 
according to a recent announce- 
ment made by the association. 

George H. Jong Jr., comptroller 
of Hahnemann Hospital, Philadel- 
phia, is the newly elected presi- 
dent of the hospital accountants. 


Private Hospitals 


A slate of officers for 1951 was 
elected by the Association of Pri- 
vate Hospitals, Inc., at its annual 
meeting on November 8 in New 
York City. Dr. E. John Dolan, su- 
perintendent of Westchester Square 
Hospital, New York City, was re- 
elected president. The vice presi- 
dents are Dr. Albert Fritz, director 
of Madison Park Hospital, Brook- 
lyn; Dr. Will I. Henderson, Wicker- 
sham Hospital, New York City; 
Dr. Tobias M. Watson, Physicians 
Hospital, Jackson Heights, N. Y., 
and Dr. Morris Mason, Royal Hos- 
pital, New York City. 


New Research Funds 


Grants for research on athero- 
sclerosis—a form of hardening of 
the arteries which leads to heart 
attacks—were announced recently 
by the Federal Security Agency. 
At the same time, new funds be- 
came available through the Pres- 
ident’s approval of the omnibus 
appropriations bill for 1951 for 
research with the new drugs, cor- 
tisone and ACTH, and their effect 
on a number of diseases. 

Four nonfederal institutions re- 
ceived a total of $230,773 for ather- 
osclerosis research. These were the 
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University of California; Cleve- 
land Clinic, Research Division; 
University of Pittsburgh, and Har- 
vard School of Public Health. 

According to Dr. Leonard A. 
Scheele, surgeon general of the 
Public Health Service, grants for 
research with the new drugs will 
be made largely for study of the 
compounds in relation to arthritis 
and cancer, mental and neurolog- 
ical, metabolic and cardiovascular 
diseases and basic laboratory stud- 
ies of the general biological effects 
of the compounds. 


Study Special Weapons 


The Bureau of Medicine and 
Surgery of the Navy is announc- 
ing a special course in radioiso- 
topic medicine for inactive naval 
reserve medical, dental and nurse 
corps officers. The course will be 
held at the Naval Medical School, 
National Naval Medical Center, 
Bethesda, Md., on February 12-17. 

Covered in the course will be 
the medical aspects of special 
weapons and radioactive isotopes. 
It has been designed to present 
problems likely to be confronted 
and techniques to be employed by 
medical and dental officers in the 
field of radioactivity. 





CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Eufaula—Salter Hospital 
ARIZONA 
Safford—Safford Inn Hospital 
ARKANSAS 
— “ spremaaiiatanaamaaes Administration Hos- 
pita 
Siloam Springs—Memorial Hospital 
CALIFORNIA 


Berkeley—Program in Hospital Adminis- 
tration, School of Public Health, Univer- 
sity of California 

Taft—West Side Hospital District 


COLORADO 


Camp Carson—U. S. Army Hospital 
Denver—Veterans Administration Hospital 
Julesburg—Sedgwick County Memorial 


Hospital 
Meeker—Pioneers Hospital 
CONNECTICUT 

Bridgeport—The Park City Hospital, Inc 
FLORIDA 

Pensacola—Pensacola Baptist Hospital 
GEORGIA 

Fort Benning—U. S. Army Hospital 
IDAHO 


Burley—Cottage Hospital, Inc. 
Montpelier—Bear Lake Memorial Hospital 
INDIANA 
Camp Atterbury—U. S. Army Hospital 

lIOWA 


Leon—Decatur County Hospital 
Storm Lake—Buena Vista County Hospital 
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KANSAS 
Pratt—Pratt County Hospital 


KENTUCKY 
Camp Campbell—U. S. Army Hospital 


LOUISIANA 
Oak Grove—Everett-Biggs Clinic Hospital 
Ruston—Ruston Tuberculosis Hospital 
MASSACHUSETTS 


Boston—Boston Psychopathic Hospital 
Boston—Division of Hospitals, Massachu- 
setts Dept. of Public Health 


MICHIGAN 
Saginaw—Veterans Administration Hospi- 
tal 


MISSISSIPPI 


Leland—Leland City Hospital 
Marks—Marks Hospital j 
Tunica—Tunica County Hospital 


MISSOURI 
Poplar Bluff—Veterans Administration 
Hospital 
MONTANA 
Miles City—Veterans Administration Hos- 
pital 


NEBRASKA 
Omaha—Veterans Administration Hospital 


NEW YORK 
Albany—Veterans Administration Hospital 
Brooklyn—Norwegian Lutheran Deacon- 

esses’ Home and Hospital 
Buffalo—Roswell Park Memorial Institute 
Lake Placid—Placid Memorial Hospital, 
Inc. 
Schenectady—Eastern New York Ortho- 
pedic Hospital-School 


NORTH CAROLINA 
Burlington—Alamance County Hospital 


OKLAHOMA 


Okemah—Okfuskee County Hospital 
Oklahoma City—St. Anthony Hospital 
Watonga—Watonga Municipal Hospital 


PENNSYLVANIA 
Altoona—Veterans Administration Hospital 
Erie—Veterans Administration Hospital 
Wilkes-Barre—Veterans Administration 

Hospital 
SOUTH CAROLINA 
Georgetown—Georgetown County Memo- 
rial Hospital 


TEXAS 


Austin—Texas State Department of Health 

Beaumont—Baptist Hospital of Southeast 
Texas 

Houston—Texas Childrens’ Hospital 

Marlin—Veterans Administration Hospital 

Rocksprings—Edwards County Memorial 
Hospital 


VIRGINIA 
Suffolk—Louise Obici Memorial Hospital 


WASHINGTON 
Odessa—Veterans Memorial Hospital 
Seattle—Veterans Administration Hospital 
Spokane—Veterans Administration Hospi- 

tal 

WEST VIRGINIA 
Clarksburg—Veterans Administration Hos- 

pita 

WISCONSIN 
Neilsville—Neilsville Hospital, Inc. 


HAWAII 
Honolulu—Tripler Army Hospital 


PUERTO RICO 
San Juan—Rodriguez Army Hospital 


ALASKA 


Barrow—Barrow Hospital 

Juneau—Juneau Hospital 

Kanakanak—Kanakanak Hospital 

Kotzebue—Kotzebue Hospital 

Mt. Edgecumbe—Mt. Edgecumbe Medical 
Center 

Tanana—Tanana Hospital 


PERSONAL 


Abramson, Herbert—Student, Hosp. Ad- 
min.—Northwestern University—Chicago 








Armitage, H. Gregg, Lt.JG, MSC, USN— 
Admin. Res.—USN Hospital—St. Albans, 


| Op ee Ae 

Denholm, Robert L.—Student, Hosp. Aqd- 
min.—Northwestern University—Chicago 

Dickenson, Bert W. — Admin. — Uvalde 
(Texas) County Memorial Hospital 

Dirksen, Rev. Frank—Student, Hosp. Ad- 
min.—St. Louis University 

Foo, Wellington Ming—Student, Hosp. Adq- 
min.—Northwestern University—Chicago 

Foote, Coleman H.—Student, Hosp. Admin. 
—Northwestern University—Chicago 

Francato, Albert J. — Purch. Agt. — Glens 
Falls (N. Y.) Hospital __ 

Friedman, S. W.— Asst. Dir. — Montefiore 
Hospital—New York City 

Fuller, Stephen B.—Asst. Mgr.—Maryland 
Hospital Service, Inc.—Baltimore 

Greene, Roy L. — Bus. Mgr. — Greenwell 
Springs (La.) Tuberculosis Hospital 

Hayes, Robert W.—Student, Hosp. Admin. 
—University of California—Berkeley 

Hogan, Robert V. — Auditor — Hayswood 
Hospital—Maysville, Ky. 

Hunt, John H., LCDR, MSC, USN—Adm. 
Officer—Dispensary, Naval Air Station— 
Monterey, Calif. 

Lang, Louise M.—Student, Hosp. Admin.— 
St. Louis University ; 

Lawrence, Marvin J.— Admin. Res. — The 
Jewish Hospital—Cincinnati 

Magee, H. F., M.D. — Supt. — Mississippi 
State Charity Hospital—Jackson 

Mamer, Leland J.—Dir. of Buildings—St. 
Luke’s Hospital—New York City 

Marolf, Kenneth L., Capt., USAF, MSC— 
Exec. Officer—Air Surgeons Office, H.Q. 
15th Air Force—March Air Force Base— 
Calif. 

Merklee, Daniel C.—Admin.—Elm Terrace 
Hospital—Lansdale, Pa. 

Oeschger, Olin E—Admin. Asst.—Board of 
Hospitals and Homes of the Methodist 
Church—Chicago 

Pebley, Dolores — Asst. Supt. — Detwiler 
Memorial Hospital—Wauseon, Ohio 

Perkins, Ralph L.—Admin. Officer—U. S. 
Marine Hospital—Staten Island, N. Y. 

Price, Mrs. Georgia Belle—Supt.—Mercy 
Hospital—Columbus, Ohio 

Rhee, Jurrall C. P.—Student, Hosp. Ad- 
min.—Northwestern University—Chicago 

Sage, Frederick C.—Admin. Res.—Stanford 
University Hospitals—San Francisco 

Scott, Peter L.—Asst. Admin.—Fitkin Me- 
morial Hospital—Neptune, N. J. 

Showalter, Charles L.—Student, Hosp, Ad- 
min.—Northwestern University—Chicago 

Sister M. Germaine—Dir. of Hospitals— 
Sisters of the Holy Humility of Mary— 
Villa Maria, Pa. 

Stigler, Edna Mae—Dietitian—Portsmouth 
(Ohio) General Hospital 

Stoddard, George C., Jr.—Public Relations 

fficer—Mary Hitchcock Memorial Hos- 
pital—Hanover, N. H. 

Welsh, Frederick George—Student, Hosp. 
rr of California—Berk- 
eley 

Zibit, Samuel — Asst. Exec. Dir. — Miriam 
Hospital—Providence, R. I. 
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principle of payment of realistic 
and reasonable costs for the hos- 
pital care of medically indigent 
patients.—Dr. Basi C. MAcLEAN, 
director, Strong Memorial Hospi- 
tal, Rochester, N. Y. 


Advise doctors of financial 
danger of increased rates 


THE ADMINISTRATOR of this hos- 
pital faces some unpleasant choic- 
es. Basically his choices are these: 

‘1. Admit these patients but so 
closely supervise their treatment 
as to run the risk of giving inade- 
quate care. 

2. Limit admission of these pa- 
tients to absolute emergencies oF 
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ES eam Subaqua Therapy 
Equipment 


Precision-engineered for hospitals, 
303 W. MONROE ST., CHICAGO 6, ILL. rehabilitation centers, industrial 
clinics and physicians’ offices —ILLE 
apparatus is distinguished for its 
excellence of design, quality of 
materials and range of types, both 
portable and stationary. 
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ILLE ELECTRIC CORPORATION 
50 Mill Road, Freeport, L. I., N. Y. 


Combination Arm, Leg and Hip Tank (an Im- 
proved Whirlpool Bath) Mobile Model HM-200 
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lospt- The new Hall Sliding Safety Side 


clamps on the rail of any adjustable 

spring easily, securely and rigidly. 

Simple to operate. Can be raised or 

lowered smoothly and quietly with 

only one hand—without moving furniture near the bed. 
For complete details on this newest Hall safety feature 

and information on other hospital furniture, write 


FRANK A. HALL & SONS 
Since 1828 
200 Madison Avenue, New York 16, N. Y. 
Factories at 120 Baxter Street, New York and Southfields, N. Y. 


HALL BEDS WEAR LONGEST...GIVE BEST SERVICE 
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. . Yours is the responsibility of 
holding costs to a minimum . . . 
ours is the responsibility of main- 
taining the quality that has intro- 
duced real economy into hospitals 
the country over. Yes, both Wiltex 
and Wilco Curved Finger Latex 
Gloves have made greater econ- 
omy possible by their longer life 
in active service—have gained an 
international reputation for de- 
pendability. So you be the judge. 
You can have this extra quality— 
this extra margin of economy— 
by specifying Wiltex or Wilco 
Curved Finger Gloves . 
the next order to your Surgical 
Supply Dealer. 
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even refuse to admit such patients 
at all. 

3. Revise his 
rate structure . 
for other pa- 
tients to a de- 
gree sufficient to 
absorb the defi- 
cit on the state 
patients. 

Since the sec- 
ond alternative 
is a particularly 
disagreeable 
one, the average 
hospital will try 
to combine certain aspects of the 
other two choices, plus continuing 
efforts toward obtaining full pay- 
ment from the state. 

In other words, state patients 
would be admitted, but the entire 
staff—and particularly the two 
physicians—would be appraised 
fully of the financial danger to the 
hospital. It would be made clear 
to the staff that the excess of cost 
over state payment would be a 
charge against their own pay pa- 
tients through increased rates and 
that any unnecessary additions to 
cost would increase the burden to 
these pay patients. This does not 
preclude proper treatment but 
should be a normal policy of the 
hospital against waste regardless 
of state payments. This is as much 
an obligation to the patient as is 
proper care. It is hard to believe 
that interested staff members could 
not be told the “hospital facts of 
life’ in this situation. 

Since the board must pass upon 
rate policy, it is assumed that the 
administrator has presented this 
problem fully to the board. He will 
be well advised to obtain the back- 
ing of his staff in whatever course 
he recommends to the board. 

The chief failing of hospitals and 
hospital associations is to accept 
such a temporary and inequitable 
course of action as a permanent 
one. No number of failures to ob- 
tain legislative correction of this 
problem should in any way dimin- 
ish efforts to make it possible for 
hospitals to render needed services 
to the indigent without being 
forced to tax other sick people with 
the cost or to face bankruptcy.— 
F. Ross PorRTER, superintendent, 
Duke Hospital, Durham, N. C. 
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Increase of rates may be 
necessary temporarily 
THE QUESTION REGARDING Hospi- 


tal X and its $30,000 loss per year 
presents three problems, which 


can be solved by first applying the 
following basic principles to the 
problem: 

1. The moral right of the at- 
tending physician to order medica- 
tion that he expects to aid a pa- 
tient’s recovery regardless of the 
financial status of the patient. 

2. The funda- 
mental respon- 
sibility of the 
local hospital 
and community 
to meet the hos- 
pital needs of 
the community 
regardless of 
state or federal 
funds available 
for local hospi- 
tal care ex- 
pense. 

3. The responsibility of the man- 
agement of a hospital to charge 
rates sufficient to meet its operat- 
ing costs or find other sources of 
revenue. 

Therefore, application of the 
above principles to the problem 
would result in the following con- 
clusions: 

1. The physicians caring for re- 
lief or state-aid patients in Hos- 
pital X should not be requested to 
change their principles in ordering 
medications just because the hos- 
pital is losing money on a par- 
ticular economic class of patient. 

2. Hospital X should call to the 
attention of the local community 
its basic responsibility to meet the 
charitable needs of its citizens and 
develop plans or methods by which 
local funds could be obtained to 
help finance operating losses in- 
curred in giving charity service. 
Also, for a loss of $30,000 per year, 
the hospital could well afford to 
have its administrator become 
chairman of a state hospital asso- 
ciation committee that would in- 
tercede in behalf of all hospitals 
in the state for a more equitable 
payment to hospitals for the care 
of state-sponsored -patients. 

3. Adequate funds for payment 
of operating costs are required for 
a hospital to give necessary service 
to all patients. Therefore, where 
sufficient contributed or tax funds 
are not available, hospital rates 
must be set on a basis to produce 
the total required operating rev- 
enue until such time as more 
equitable means for financing 
charitable services are developed. 
—STUART K. HUMMEL, superim- 
tendent, Silver Cross Hospital, 
Joliet, Ill. 


MR. HUMMEL 


HOSPITALS 





